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PNEUMONECTOMY for pulmonary disease was first 
performed by Nissen in 1931! for a non-tuberculous 
condition, and by Lindskog? in 1936 for tuber- 
culous disease. This was before the antimicrobial 
era and it is not surprising that lung resection as 
a definitive form of treatment for tuberculosis did 
not become popular until after the widespread 
use of streptomycin and other chemotherapeutic 
agents about 1947 to 1948. 

At the Nova Scotia Sanatorium, streptomycin 
was first used in February 1947; PAS in May 1949; 
and isoniazid in April 1952. The first pneumo- 
nectomy for tuberculosis was performed there in 
1945 and 20 of these procedures were carried out 
before’ combined drug therapy became available 
late in 1949. In all, from 1945 to April 1959, 124 
pneumonectomies were performed for the treat- 
ment of advanced tuberculosis at this institution. 
All of these were performed by one of the authors 
(V.D.S.). 

A pneumonectomy constitutes a very serious 
cardiorespiratory stress, both immediate and re- 
mote. The remote or late effects may well be the 
more important. Such an undertaking, however, 
and the attendant surgical risk must be undergone 
on occasions when a patient’s life is to be saved, 
his acceptance into his home community made 
possible or his associates protected. 


CasE MATERIAL AND METHODS 


This paper analyzes the first 124 consecutive 
pneumonectomies at the Nova Scotia Sanatorium 
for the treatment of pulmonary tuberculosis. 

The patients were rather evenly divided between 
males and females (58:66). The youngest was 11] 
years of age, the oldest 56, and the preponderant 
group of patients was fairly evenly distributed 


*Presented at the annual meeting of the Canadian Tuber- 
culosis Association, Halifax, N.S., Jume 5, 1959. 


+From the Nova Scotia Sanatorium, Kentville, N.S. 
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TABLE I.—AGE AnpD SEx DISTRIBUTION OF 
PNEUMONECTOMY CASES 











Age group Male Female Both sexes 
SP ET sd wk Ds wk eee 0 0 0 
as 5. A Kone 4 3 4 7 
Ges te aes os 16 25 41 
Ma Sh ais au a uldeks 14 19 33 
ain 5.5 cde anion ts 20 14 34 
a ee rere 5 + 9 
pO re Creare 58 66 124 
Youngest - 11 years. 
Oldest - 56 years. 


over the third, fourth and fifth decades of life 
(Table I). 

Operations were carried out on the right side 
in 51 and the left in 73. Far advanced disease 
within the lang on the operative side was present 
in 95 persons, or 76% of the cases (Table II). In 
29, the disease was moderately advanced. In re- 
gard to the contralateral lung, 47 (38%) were 
disease-free; 54 (43%) had minimal disease; and 
23 (19%) had moderately advanced disease. In 
all cases, the contralateral tuberculous lesion was 


- considered to be well controlled and in most cases 


the homolateral disease was well stabilized before 
surgery was undertaken. 


TABLE II.—PREoPERATIVE EXTENT OF DISEASE 
IN HoMOLATERAL AND CONTRALATERAL LUNGS 








457 


Operative Contralateral 
Extent of disease side Lung 
IGNORE 6, iid 51 0 Gisele, vt wearer ote S43 — 47 
po I Rar ey 0 54 
Moderately advanced........... 29 23 
Pe ii i.gs bok Odden ce 95 0 
BN. 6 tA aa 124 124 


The present preoperative routine for all lung 
resections includes the administration of combined 
antimicrobial therapy for at least six months or 
until such time preoperatively as the disease in the 
lung to be operated on fails to show any additional 
improvement and the disease, if any, in the oppo- 
site lung appears to be well stabilized. Each 
patient is bronchoscoped before operation. If active 
tuberculous tracheobronchitis is discovered, anti- 
microbial therapy is continued until all broncho- 
scopic evidence of it has disappeared preopera- 
tively. 
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TABLE III.—Compuications RELATED TO AGE GROUPS 


Ulcera- Total of 
Number Persons with Bronchopleural Stub- Wound tion all. 
of complications jistula born Em- infec- of Early —complica- 
Age groups cases No. % Spread Early Late space pyema tion stump death tions 
10 - 19 7 4 57 2 3 0 3 3 0 0 1 12 
20 - 29 41 20 49 13 6 2 8 11 2 1 2 45 
30 - 39 33 12 36 4 5 3 6 6 3 3 0 30 
40 - 49 34 15 47 4 4 6 7 9 4 0 3 37 
50 - 59 9 6 67 1 1 1 2 2 2 0 2 11 
All ages 124 57 46 24 19 12 26 31 11 4 8 135 


Indeed, it is well known that the mucosal lesion 
of endobronchitis will heal over much before the 
submucosal disease will yield to treatment. There- 
fore preoperative drug treatment must be con- 
tinued for a considerable period of time after the 
lesion is no longer seen bronchoscopically if opera- 
tion is to be undertaken with relative safety. 

Bronchographic study of the entire lung to be 
operated on and, if any disease is present, a similar 
study of the contralateral lung are mandatory. On 
occasion, the degree of involvement of the lung by 
bronchiectasis has warranted the performance of a 
pneumonectomy whereas the original x-ray film 
examination alone may have suggested that a 
lesser operation would be feasible. Occasionally, 
too, the presence of bronchiectasis in the contra- 
lateral lung has precluded the performance of a 
pneumonectomy as planned originally. 


aé 


The prime purpose in undertaking this present 
study was to determine the incidence of post- 
operative complications and to try to determine 
possible causes. It was felt that the ultimate results 
and survival times might also be of interest. 


POSTOPERATIVE COMPLICATIONS 


The following were accepted as complications 
of this procedure: persistent or short-term contra- 
lateral spread of disease; the development of a 
bronchopleural fistula either early (within four 
weeks postoperatively) or late; a “stubborn” per- 
sisting pleural space; an empyema; moderate or 
severe wound infection; a residual ulcer of the 
bronchial stump seen bronchoscopically; and also 
death that occurred so early that other complica- 


TABLE IIIA.—Comptuications RELATED TO AGE AND SEX 


— 








Number Number with complications Per cent with complications 

Age group Male Female Male Female Male Female 
552 wah ode ee ane dien dade 3 4 1 3 33% 75% 
ere roe oer eperyor 16 25 9 11 56% 44% 
ME gin she neSv ins areatcdes ans 14 19 8 4 57% 21% 
dag: TR OL TEE 20 14 11 4 55% 29% 
hc arcchhee iw ba Rvs eo ek ek 5 4 4 2 80% 50% 

OTe er ae 58 66 33 24 57% 36% 


Planigraphic studies are carried out as indicated 
and occasionally bronchospirometry is needed to 
determine whether the function of the “good” lung 
is sufficient to maintain adequate respiratory func- 
tion postoperatively. 

The surgical technique used is fairly standard in 
all institutions on this continent but it may be per- 
tinent to mention bronchial closure. The usual 
method used was that described originally by Over- 
holt but modified slightly. This consists of dividing 
the bronchus with approximately a 10-degree bias 
in the posteroanterior direction. The membranous 
portion is then inverted and fixed to the anterior 
cartilaginous wall by. a 000 silk mattress suture. 
This converts the large stem bronchus into two 
smaller or double-branched ones. Interrupted 000 
silk sutures are then placed in the opposite lateral 
direction. This results in essentially an end-to-end 
anastomosis of the two tubes created by the first 
suture. The stump is covered by a free pleural or 
living pericardial graft. 





tions did not have time to become evident. A 
bronchial stump ulcer was sometimes associated 
with the presence of silk sutures seen broncho- 
scopically to have eroded into the lumen of the 
resected stump. Indeed, some such sutures were 
expectorated by patients. The ulcer may have been 
evidence of a so-called hidden fistula. One does 
indeed wonder whether perhaps early fistula, late 
fistula, bronchial stump ulceration, stubborn 
pleural space and empyema may not all be 
closely related and really represent a “fistula syn- 
drome”. This may develop quickly at times or very 
slowly at other times; progress all the way to 
bronchopleural cutaneous fistula on occasions, or 
just remain as a small ulcer through the bronchial 
stump mucous membrane; and may sometimes be 
associated with the presence of one or more silk 
sutures which have eroded into the stump lumen 
but lead back to the submucosa and muscle layers 
or even deeper. 
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TABLE IV.—Comp.ications RELATED To SIDE OF OPERATION AND PREVIOUS OPERATIVE PROCEDURES 


Right side Left side Both sides 
No. with %with No. with %with No. with % with 
complica- complica- complica- complica- complica- complica- 
Number tions tions Number tions tions Number tions tions 
I oo chee ca. 51 30 59% 73 27 37% 124 57 46% 
No previous surgery... . 9 6 21 8 30 14 46% 
Had previous surgery. . . 42 24 52 19 94 43 46% 
Artif. pneumothorax. . 17 10 21 8 38 18 47% 
Thoracoplasty....... 31 16 32 11 63 27 43% 
Partial resection. .... 4 4 5 0 9 + 44% 
Carts xavtens 12 7 22 11 34 18 53% 
All surgical 
procedures**....... 64 80 144 


*Other = Pneumoperitoneum, 17; phrenic, 14; exploratory thoracotomy, 1; pneumonolysis, 6; lucite plombage, 1; 


cavernostomy, 1. 


**34 patients had a combination of two, and 8 had three surgical procedures preoperatively, with a complication rate 


of 41% and 63% respectively. 


The inference is that adequate bronchial closure 
and the presence of a bronchus which is healthy at 
the site of severance are the most important factors 
in preventing the development of these complica- 
tions. 

Of the 124 pneumonectomy operations, 57 (46% ) 
of them developed one or more of the complica- 
tions enumerated above. The 57 persons had a 


spread of disease and the “fistula syndrome” group, 
as described above, Most of the spreads of disease 
cleared rapidly and may have been non-tuberculous 
or possibly tuberculous lesions implanted at sites 
unsuitable for their maintenance owing to anti- 
microbial therapy. 

Although the number of cases may be too small 
to be of significance, the age group from 50-59 


TABLE V.—Castes DEVELOPING PosTOPERATIVE COMPLICATIONS RELATED TO 
THE INDICATION FOR PNEUMONECTOMY AND THE PREOPERATIVE SPUTUM STATUS 






































No. with Smear Pos. Conc. Pos. Culture Pos. Cultire Neg. All cases 
compli- : 
Indication for resection Cases cations No. %*_ No. % No. % No. % -No. % 
ee aes eg a 12 4 1 33% 2 66% o — 1 100% 4 33% 
I ee ae eh gale axewn 1 0 0 
Atelectasis and bronchostenosis.......... 1 0 °°. — 
Dn) eit rs Mek a be er kg 3 0 O°. 
Residual disease (extensive)............. 9 1 oo. — 1 25% 0 oo — l hi] 
plus bronchiectasis.................... 36 13 1 2% 4 23% 4 50% 4 5% 13 3%% 
IS hi tiara a2 ra orate hes ee 32 25 7 7% 15 88% 3 50% 0 25 78% 
pus bronchiectasis + cavity........... 29 13 2 40% 7 87% 3 33% 1 17% 13 45% 
Tuberculosis + bronchogenic carcinoma... 1 1 0 o — 1 100% 0 1 100% 
I i i eo Ee te 124 57 ll 46% 29 58% 11 31% 6 40% 57 46% 


*Percentages refer to total number of cases in each specified group. 
N.B. Culture positive means smear and concentrate were negative. Concentrate positive means smear was negative. 


total of 135 complications, either singly or in com- 
bination. Their distribution according to age 
groups is given in Table III. No person had a 
significant wound infection as a single complica- 
tion and only one person had a smal] stubborn 
pleural space as a single complication. Aside then 
from the early operative mortality, the significant 
complications may be classified as contralateral 


suffered most greatly from complications (67%), 
while males were affected more than females after 
the age of 20 (Table IIIa). This is in keeping with 
the results previously published* in regard to re- 
sections generally. 

Fifty-one of the operations were performed on 
the right side, and complications subsequently de- 
veloped in 30 (59%). Seventy-three operations 


TABLE VI.—Comp ticatTions DEVELOPING PosTOPERATIVELY RELATED TO PREOPERATIVE Cavity SIZE AND 
TO SIDE OF OPERATION 

















Right lung Left lung Both lungs 

No. of Complications No. of Complications No. of Complications 
Cavity size cases No. % cases No. % cases No. % 
No cavity............. 16 6 « 31% 35 8 23% 51 14 27% 
Under 4 emis)... 6... 23 15 65% 28 15 54% 51 30 59% 
SPOS Oh: oii ccce Seis 10 7 70% 8 3 37% 18 10 56% 
tf Rae eee 2 2 100% 2 1 50% + 3 75% 
BE, GE iis. Bistscs 51 30 59% 73 27 37% 124 57 46% 
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were on the left side, with the development of 
complications in only 27 (37% ) as shown in Table 
IV. We have not been able to account for this pre- 
ponderance of complications on the right side other 
than by the possible fact that a right-sided pro- 
cedure may be more difficult technically. 


There did not seem to be any significant relation- 
ship between the likelihood of developing compli- 
cations and a history of previous surgery on the 
same lung (Table IV). However, when three pro- 
cedures had been undertaken previously upon the 
same person, the complication rate was significantly 
higher than when one or two had been carried 
out. This probably suggests only that the under- 
lying disease was of a more chronic and persistent 
nature and more prone to complications. 


The indications for pneumonectomy in this series 
are given in Table V. 


PNEUMONECTOMY FOR TUBERCULOSIS 
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developed in only one-fifth of the cases where 
gross contamination did not occur (Table VII). 
In some cases, of course, cavities had to be entered 
deliberately in order to free the lung. Indeed, in- 
formation obtained from the study but not pre- 
sented in tabular form indicates that when a 
pneumonectomy was performed to correct a thor- 
acoplasty failure, complications occurred in only 
27% of those without cavitation but in 60% of 
those with a cavity. 


That contamination of the pleural space is not 


..the only factor in the development of empyema is 


suggested by the fact that 28 of the 31 instances 
of empyema were accompanied by demonstrable 
bronchopleural fistula: 20 times on the right side 
out of 51 operations, and eight times on the left 
side out of 73 operations. Empyema_ therefore 
should probably be included under the classifica- 


TABLE VII.—A.u CompticaTIONsS WITH SPECIAL REFERENCE TO EMPYEMA RELATED TO Gross CONTAMINATION 
OF PLEURAL SPACE AT OPERATION 























Operative contamination of pleural space Number No complications Complications Em pyema “No em pyema 
aie eae reseed Wao diate mound baa aren ae ie 28 12 16 13 15 
eile dns ane se eo he deCKeeNE naan’ 93 54 39 18 75 
CR hiskidSs tdaxeuawaee sieketeds 3 1 2 0 3 
os. os tdt cir didtcmeveccewinees 124 67 57 31 93 


It was thought that perhaps these indications and 
the sputum status might have some significant bear- 
ing upon the likelihood of developing complica- 
tions. These are also indicated in this table. It was 
found that in the presence of cavitation of the 
lung, especially when the sputum was positive, the 
danger of developing complications was very great 
indeed. This was probably due in part to the 
known influence of a cavity upon the maintenance 
of endobronchial tuberculosis, the fact that per- 
sisting cavitation and positive sputum suggest the 
presence of drug-resistant tubercle bacilli, and also 
the fact that rupture of cavities during operation 
sometimes leads to gross contamination of the 
pleural space. From the information in this table 
it can be determined that 59% of the cases had 
either destroyed lung or demonstrable cavitation. 
This group accounted for 74% of all the cases with 
complications. 

The significance of the presence of a cavity is 
borne out by Table VI, which indicates in a general 
way that complications were two to three times as 
frequent when cavitation was present preopera- 
tively as when it was not. The larger the cavity the 
greater the tendency for the development of com- 
plications, possibly owing to the greater likelihood 
of operative cavity rupture in association with in- 
creased cavity size. This table also reveals the con- 
sistently greater rate of complications on the*right 
side as compared with the left. 

Cavity rupture and gross contamination of the 
pleural space contributed to the development of 
empyema in approximately half of the cases where 
this operative incident occurred, whereas empyema 


tion of “fistula syndrome” mentioned earlier. In- 
deed, the three cases which developed empyema 
in the absence of demonstrable bronchopleural 
fistula were shown microscopically to have round- 
cell infiltration of the severed bronchus. This round- 
cell infiltration of the bronchus may well be just 
another phase of the “fistula syndrome”, too. 

At the Nova Scotia Sanatorium, a modified 
classification of Judd is used in which tuberculous 
tracheobronchitis is divided into Types I to IV 
ranging from slight redness and cedema of the 
mucous membrane to ulceration and finally stenosis. 

Table VIII suggests that the presence of previ- 
ously existing tuberculous tracheobronchitis as seen 
bronchoscopically did not greatly influence the 
development of complications. This is undoubtedly 
because antimicrobial therapy was used extensively 
to bring such lesions under control before surgery 
was undertaken. However, reference to the micro- 
scopical findings in the resected bronchus indicates 
that the presence of microscopic or gross tubercles 
in 11 cases was evidence of inadequate preopera- 
tive drug therapy or the presence of drug-resistant 
bacilli. Round-cell infiltration of the bronchus is 
not to be ignored, as it may be evidence of a re- 
ceding tuberculous infection, or further careful 
search might well have revealed microscopic 
tubercles in adjacent serial sections*® of the 
bronchus. 

It is significant that of the 11 patients not 
examined bronchoscopically, 64% developed com- 
plications. One had too much spinal curvature to 
permit bronchoscopy to be carried out. In our 
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TABLE VIII.—Comptications RELATED TO THE PRESENCE OF TRACHEOBRONCHITIS DEMONSTRATED ANY TIME PREVIOUSLY 
or BY Microscopic EXAMINATION OF THE RESECTED BRONCHUS 














Bronchoscopic examination Microscopic examination 
Developed % with Developed % with 
complica- complica- ; complica- complica- 

Findings Number tions tions Findings Number tions tions 
RORMIBB fiat 02% eke oes 90 42 47% INGSIRIAE os a Fe sata 29 8 28% 
Tracheobronchitis Type I 5 2 40% Round cell infiltration... . . 41 21 51% 

Type II 9 2 22% Microscopic tubercles... . . 10 4 40% 

Type III 0 0 — Gross tubercles........... 1 1 100% 

Type IV 5 3 60% Not examined............ 43 23 53% 
Se id Los oa ares 4 1 25% 
Not examined............ 11 7 64% PANE CMM a oe hie ad 124 57 46% 
PUT CR 8 fe oe he re hee 124 57 46% 


* Other = Bronchopleural fistula in three cases and bronchogenic carcinoma in one. 


early ignorance we considered that a number of Some attempt was made to relate the develop- 
the others did not require this procedure. ment of complications to the previous administra- 

Although it is our policy to examine bacterio- tion or lack of adequate administration of anti- 
logicaliy all smaller resected specimens, only 20 of | microbials. This was almost impossible as the 
the lungs resected in this series were so examined. _ patients before 1950 received at best one drug only 


and that, by present-day standards, for a very in- 
TABLE IX.—Cuinicat Srarus or Patients Two, Five adequate period preoperatively and sometimes for 
AND TEN SEARS APES ORE Ie much too short a time postoperatively. This picture 





2years Syears 10 years was further complicated in the latter years by the 
ae —. . fact that many patients had received very pro- 
Clinical status tion tion __ tion longed courses or repeated shorter courses of drugs 





before they reached a degree of stability of disease 





Greatly improved—sput ti 51 4 6 HO Ne! 

lanai aaa. ee ee : 0 at which pneumonectomy could be undertaken. 
Improved—sputum positive. ....... 5 1 0 This was probably accompanied by the emergence 
ee he ere eee : ‘ 4 of drug-resistant tubercle bacilli in an appreciable 
Dead—tuberculous cause.......... 17 20 21 number of cases. During the more recent years, 
Dead—non-tuberculous cause... ... 5 7 8 too, pyrazinamide, cycloserine, and terramycin 
Total in assessment group....... 108 84 35 have been utilized to supplement ordinary treat- 
Too early to classify.......... 11 34 83 ment with the three commonly used antimicrobials 

Status not known............. 5 6 6 ° . 
where previous treatment with the latter was such 
MMR 5 ete 124 124 124 that the presence of drug-resistant bacilli was sus- 


pected or proved. 
The findings bore no obvious relationship to the 


subsequent development of complications. Un- 


‘ , RESULTS | 
fortunately, too, no worth-while figures are avail- 
able in this series regarding preoperative drug Of 108 persons who had had their operations for 
resistance of the tubercle bacilli. two years or longer, 51 were greatly improved, and 


TABLE X.—Morvratity AND Comp.icaTion Rates, Various AuTHors, AFTER PNEUMONECTOMY 








Author No. of cases Mortality Complications (if mentioned) 

Overholt et al.® 
En a ee 152 15.0% - 31.0% 

NON Pro Te Gr el ae, 137 5.8% 6.5% 

De I TI ooo ce ok os dace ere ces db aves 106 6.0% 2.0% 
(Holland) 

Schlosser and Jarvis® (1955).................0ce cece ee ees 160 8.7% — 

Veterans’ Administration, U.S.A.......................00005 empyema 18% 
1952-1955 Steele®............. duh aaa ViaEk elas a aae oes 185 16.5% empyema 15% 
Pe cob ats Vale be ew end awa 94 We Lawes 74 8.0% bronchopleural fistula 14% 

aks wae ee Cite... Se ited. 34 2.9% 2a 

RI en ot mace emt a a ed ae 151 6.1% — 

(Sweden) 
eee ee ee EI oes obs racks. See ce dua tks 204 7.5% — 
(1 - 30 days) 
. spread 15.8% 

es OE EP CI i i iis dnp nik catewie can Ra Se. cai ick cto eae 101 10.8% bronchopleural fistula 8.9% 

(1-60 days) empyema 1.9% 

meanness Corn (URI iin. iis coin ons ene presences 119 8.4% 39.0% 

(1 - 60 days) 
Nova Scotia Sanatorium (1950)................ 2. cece ec eees 124 9.0 46.0% 


(1 - 60 days) 
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TABLE XI.—YEar or OPERATION RELATED TO DURATION OF SURVIVAL PERIOD OF THOSE WHO HAVE DIED 
Year of 1945 
operation 1945 1946 1947 1948 1949 1950 1951 1952 1953 1954 1955 1956 1957 1958 1959 -59 
No. of operations 1 0 0 6 13 8 9 20 15 23 4 11 5 8 1 124 
Dead now 1 0 0 3 5 2 0 6 2 7 1 0 2 0 0 29 
Died on table 2 1 1 4 
Died within 1 wk. 1 2 1 4 
Died 8—60 days 1 1 1 3 
Died 61—365 dys. 1 1 1 1 3 7 
Died in 2nd year 1 1 2 4 
Died in 3rd year 1 1 2 
Died in 4th year 0 
Died in 5th year 1 1 1 3 
Died in 6th year 1 1 2 


24 improved with the sputum negative. This repre- 
sented almost three-quarters of the group (Table 
IX). Of the 84 who had their operation five or more 
years ago, 52 (62%) were so classified. Of the 35 
persons in the ten-year group, only six are known 
to be alive, 21 having died of tuberculosis and 
eight of non-tuberculous causes. 

It must be remembered, however, that all these 
patients had very serious tuberculous disease when 
operation was undertaken, so even the above- 
mentioned figures represent an increased life span 


a2 


antimicrobial protection than was available during 
the early years. 

The duration of survival postoperatively is given 
for each year of operation in Table XIII. With the 
passage of time, many of those in the shorter sur- 
vival groups will move up into the longer ones. 
Sixty-eight per cent of the 84 persons who had their 
operation five or more years ago have survived this 
period (Table IX). 

The actual causes of death, as nearly as could be 
determined, are given in Table XIV. Empyema and 


TABLE XII.—Tim_E or Deatu RELATED TO TIME OF PNEUMONECTOMY GROUPED INTO FIVE-YEAR PERIODS 

















Years of operation Number of operations Died Died first year Died 2nd to 6th years 
1945—1949 incl.................. 20 9 or 45% 6 or 30% 3 or 15% 
1950—1954 incl... ........0000... 15 17 or 23% 9 or 12% 8 or 11% 
1955—1959 inel.................. 29 3 or 10% 3 or 10% Oor 0% 
RN 045 a itn gee dns el nin hice a 124 29 or 23% 18 or 14% llor 9% 


and a better state of health than would have been 
the case without operation for a very large per- 
centage of those who did survive. 

In this series there were 11 deaths in the first 60- 
day postoperative period. This represents a rate of 
9%. A comparison with other reported series is 
given in Table X. 

No death has been reported for any patient after 
the sixth postoperative year (Table XI); most of 
the deaths occurred within the first year. 

When the patients were divided into five-year 
groups according to the date of operation, the first- 
year mortality was shown to be 30% for those 
operated on during the 1945 to 1949 year period as 
compared with 10 to 12% for subsequent years 
(Table XII). This would seem to reflect better 
surgical techniques performed under more effective 


bronchopleural fistula or the “fistula syndrome” 
played a very important part in the figures, and 
represented the obvious cause of death in about 
one-third. 

Cor pulmonale or right heart strain as a result of 
increased cardiac work occasioned by the necessity 
of forcing all the blood for the needs of the body 
through a pulmonary capillary bed greatly reduced 
by the removal of one lung and further reduced by 
impaired function of the remaining lung, has also 
played a part in the causation of deaths from a 
tuberculous cause. It may also represent a greater 
factor in the causation of non-tuberculous deaths in 
this group than it is possible to determine accur- 
ately, as most of these patients died at home or in 
some other institution, the records of which are 
often difficult to analyze to one’s satisfaction. 


TABLE XIII.—Survivat DurRATION oF THOSE STILL LiviInG RELATED TO YEAR OF OPERATION 








1945 1946 1947 


No. of operations 1 0 0 6 613 8 
i 1 0 0 3 5 2 

Untraced 1 

Now living 0 0 0 2 8 6 

Survived 10 yrs.+ 2 4 

Survived 5-10 yrs. 4 6 


Survived 2-5 yrs. 
Survived under 2 yrs. 


1948 1949 1950 1951 








1945 

1952 1953 1954 1955 1956 1957 1958 1959 -59 
0 15 2 ca 5 8 1 124 
6 2 7 1 0 2 0 29 
3 1 5 
oe gy 3 8 1 90 
6 

ll 13 5 48 
10 ‘oe 1 25 

2 8 eo ae 
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TABLE XIV.—Cause or Deatu RELATED TO TIME OF DEATH 





On First 8-60 


61-365 2nd 3rd 4th 5th 6th 


Cause Table week days days year year year year year Totals 
I RNIN Ss 0 ies ia ees cca 050% 1: 1 
Hemorrhage on table ............ 1 1 
Hemorrhage into pleural space... . 2 1 3 
CoP WIN, iv kkk cscs Sc Came’ 1 1 1 3 
Progression of tuberculosis........ 2 1 1 + 
Empyema and/or bronchopleural fistula 3 4 1 1 9 
Other non-tuberculous*........... 2 2 1 2 1 8 
MM cs ch eke Sb kee’ eat + 4 3 7 a 2 0 3 2 29 


*Non-tuberculous causes = pulmonary cedema within first week, 2; acute heart failure, 1; pneumonia, 4; and toxic psychosis, 1. 


Pneumonia, even a bronchopneumonia of relative 
mildness, may be a disaster of the first magnitude 
for any patient who has only one lung. A number 
of late deaths were due to this cause. 


SUMMARY 


An analysis of 124 consecutive pneumonectomies 
for the treatment of tuberculosis has been presented. 
It is suggested that older patients, especially males, 
are most prone to develop postoperative complications. 
Also, operations on the right lung carry the greater 
hazard. The presence of cavitation preoperatively in- 
creases the risk of developing complications. 

It is suggested further that a number of complica- 
tions such as bronchopleural fistula which may develop 
either early or late; empyema; “stubborn pleural 
space”; bronchial stump ulceration; and extruded 
stump sutures, sometimes associated with round cell 
infiltration or tubercle formation at the site of sever- 
ance of the bronchus, may all be closely related pheno- 
mena and so justifiably grouped under a single head- 
ing, “fistula syndrome”. 

The complication rate in this series was 46%. Death 
within the first 60 days postoperatively occurred in 
9%. The over-all death rate from both tuberculous and 
non-tuberculous causes was 23%. 
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RESUME 


Les auteurs analysent les résultats de pneumonectomies 
pratiquées de 1945 4 1959 au Sanatorium de la Nouvelle 
Ecosse chez 124 patients. Tous ces malades souffraient 
de tuberculose avancée; on comptait 58 hommes et 66 
femmes. Il semble que les hommes 4gés soient les plus 
exposés aux complications postopératoires. Les interventions 
pratiquées sur le poumon droit sont celles qui entrainent 
le plus de danger et la présence de cavernes augmente 
les risques de complications postopératoires. Les auteurs 
croient qu’un certain nombre de complications comme les 
fistules bronchopleurales, tardives ou précoces, les empyé- 
mes, les espaces pleuraux irréductibles, les ulcérations du 
a bronchique avec expulsions des points de suture 
quelquefois accompagnées d’infiltrations de cellules rondes 
ou de formations de tubercules 4 lendroit de séparation de 
la bronche, sont autant de phénoménes connexes qui peuvent 
étre groupés sous le signe du “syndrome de Ta istule”. 
Le taux de complications dans cette série s’éleva 4 46%. 
Il y eut une mortalité de 9% dans les 60 jours qui suivirent 
lopération et le taux général de mortalité imputable tant 
& la tuberctlose qu’aux autres causes fut de 23%. 





SODIUM EXCRETION IN HYPERTENSION 


Subjects with essential hypertension and hypertension 
secondary to Cushing’s syndrome and pheochromocytoma 
excrete sodium more rapidly following the intravenous 
administration of five per cent sodium chloride than do 
normotensive individuals. The abnormal sodium excretion 
pattern does not precede the development of hypertension. 
The degree of response to a salt load is roughly proportional 
to the elevation of blood pressure until there is impairment 
of renal function. It may also be related to the duration 
of the hypertension. Infusion of hypertonic saline directly 
into the carotid artery does not produce the abnormal 
renal excretion pattern in hypertensive subjects. Therefore, 
neither the hypothalamus, pituitary gland, nor other struc- 
tures in the distribution of the carotid circulation respond 
to localized cerebral hypernatremia by altering the renal 
tubular transport of sodium. The accelerated natriuresis 
reverts toward normal in subjects with essential and 
secondary hypertension when dietary sodium is restricted. 
A borderline hypertensive response is observed in a normo- 
tensive individual while on a high-salt diet. The high sodium 
excretion in hypertension does not appear to be related 
to the effect of the intravenous saline on body fluid volume 
or sodium content. It is suggested that a renal tubular 
defect is responsible for the abnormal sodium excretory 
response to salt loading observed in hypertensive subjects.— 
I. B. Hanenson et al.: Circulation, 20: 498, 1959. 
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THE RELATIONSHIP OF THE 
HYPERINFLATED LUNG TO 
OBSTRUCTIVE PULMONARY 
DISEASE* 


NEVILLE M. LEFCOE, M.D., F.R.C.P.[C] and 
GERALD GOODALL-COPESTAKE, B.A., 
M.R.C.S.[Eng.], L.R.C.P.(Lond.), D.M.R.D., 
London, Ont. 


THE PRESENCE of emphysema is often reported or 
denied by radiologists on reading a single PA chest 
film. The criteria which they use are largely those 
of hyperinflated lungs; more specifically, the 
characteristics looked for are: 

1. Parenchyma: (a) increased translucency, (b) 
separation of lung vessels, more easily seen, and 
(c) bulle. 

2. Diaphragm: (a) right dome of diaphragm at 
or below 11th right rib at the costovertebral joint, 
(b) reduced or reversed convexity, and (c) visible 
slips of attachment. 

3. Bony cage: (a) ribs horizontal and widely 
spaced, (b) dorsal kyphosis, (c) bulging sternum 
(anterior border of lungs superimposed on cardio- 
vascular shadow), and (d) _ wide transverse 
diameter (cardio-thoracic ratio (C.T.R.) less than 
1:2.5). 

4, Heart and great vessels: (a) long and narrow 
(C.T.R. less than 1:2.5), and (b) signs of cor 
pulmonale —(i) prominent hilar arteries, (ii) 
prominent main pulmonary artery, (iii) elevated 
cardiac apex. 

Some investigators are stressing the disappear- 
ance of vascular markings from the peripheral 
portions of the parenchyma as the criterion of 
emphysema. This feature is not assessed here. 


The patient with obstructive pulmonary disease 
is one with narrowing of the lumina of his bronchial 
tree, usually the bronchioles and smaller bronchi. 
The disease entities producing this situation are 
quite common and well known: asthma, chronic 
bronchitis, and emphysema head the list. The oc- 
currence of generalized emphysema in non- 
obstructed lungs must be quite infrequent, com- 
pared with the obstructive variety. We have no 
cases which might fall into this category, among 
scores who are obstructed. It is the feeling of 
many, including the authors, that it is the obstruc- 
tion to airflow and resultant overinflation of the 
lung parenchyma which is the underlying lesion 
in the above radiological picture of “emphysema”. 


The relationship between two laboratory tests— 
the quantitation of degree of obstruction by a pul- 
monary function test and the radiological diagnosis 
of “emphysema’”—is the subject of this paper. * 


*Presented in part at the meeting of the Royal College of 
Physicians and Surgeons of Canada, in Vancouver, British 
Columbia, January 1959. 

From the Departments of Medicine and Radiology, University 
of Western Ontario, and Victoria Hospital, London, Ontario. 
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METHODS 


A total of 130 consecutive patients who had 
at least ventilatory tests (and many had a battery 
of pulmonary function tests) and a chest film that 
same day comprised the subjects. The only basis for 
selection was that the x-ray be taken the same day 
as the test was performed. The films were gathered 
together and read by the radiologist concerned. 
Without any knowledge of the clinical findings or 
ventilatory tests, he classified each PA chest film 
as “no emphysema’, “suggestive of emphysema’, 
or “definite emphysema”. 

Also, on some films, the “emphysema” diagnosis 
was made with a qualification that there was 
another lesion which could perhaps explain the 
changes; such a lesion would be one which caused 
compensatory expansion of the lung in the absence 
of obstruction. Examples of this might be localized 
or disseminated fibrosis, or lobectomy. 

The test selected as an index of obstruction was 
the timed vita] capacity, expired in the first second. 
This was done on a standard nine-litre respirometer 
with a rapid drum speed (16 mm./sec.). Three 
separate efforts were recorded in each case and 
the best of these selected. 


RESULTS 


Fig. 1 plots the results, with those 52 cases 
eliminated in which the radiologist qualified his 
diagnosis of emphysema by noting the presence of 
a contracting lung lesion. These are considered 
separately. 

The horizontal line has been drawn at 58% of 
vital capacity expired in the first second. This has 
been chosen as the lower or the lowest limit of 
normal. Summarizing the results shown in Fig. 1, 
it was found that of those people with timed vital 
capacities of less than 58% in the first second (31 
of them in all), the radiologist called five “normal”, 
four “suggestive of emphysema”, and 22 “definite 
emphysema”. This is an overall correlation of 84%, 
when we give the radiologist credit for the 
“suggestive” label. 

Similarly, in those with a timed vital capacity 
of over 58% (a total of 47 cases) the radiologist 
called their films normal (that is, he was “right”) 
in 85% of the cases (again putting “suggestive” and 
“definite” together). 

Once this degree of correlation had been shown 
between tests, it became important to consider 
the cases where there were conflicting results be- 
tween the x-rays and the one-second timed vital 
capacity. 

Seven cases labelled “emphysema” (definite and 
suggestive) by the radiologist had a timed vital 
capacity of 58% or greater in the first second. Their 
diagnoses and findings are recorded in Table I. 

There were also five labelled “normal”, who 
expelled less than 58% in the first second. Of 
these, three had histories of having moderately 
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Fig. 1.—The timed vital capacity, first second, expressed 


as per cent of vital capacity, related to radiological diagnosis 
of emphysema. 


TABLE I.—Cases LABELLED “EmpHyYsEMA”’ BY RaDIOLoGIstT, 
WITH Ist Seconp T.V.C. 58% anp ABOVE 


T.V.C. ar 


Sex Age 1st second Remarks 





M. 69 65% Asthmatic, recent onset, in remission. 

M. 73 68% No history of chest disease or symptoms. 

M. 52 73% Mild morning “smoker’s cough’, non- 
productive, never wheezed, no history 
of dyspneea. 

M. 62 70% Chronic mild cough, no history of 


dyspnoea, arterial blood on exercise: 
O2. =95.1% saturated 
CO: =40 vol. % 


M. 8:0 60% Chronic cough, no history of dyspnoea. 


Cases LABELLED ‘‘SSUGGESTIVE OF EMPHYSEMA” 
wITH Ist Seconp T.V.C. 58% AND ABOVE 


Pete 
Sex Age 1st second 


F. 60 82% 








Remarks 


Lymphosarcoma with probable alveolo- 
we ser block. Arterial blood at rest: 
2 =85% saturated 
CO, =37 vol. % 
Healthy T.B. contact, no history of chest 
disease or symptoms. 





F. 43 85% 
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TABLE II.—Cases LABELLED ‘‘NoRMAL” By RADIOLOGIST, 
WITH lst Seconp T.V.C. BELow 58% 


T.V.C. 
Sex Age 1st second 


M. 68 47% 





Remarks 





Long history of chronic bronchitis, then 

‘ superimposed congestive failure; air 
flow resistance, quiet breathing: 
Inspiration 9.2 em. H2O/I./s. 
Expiration 15.1 em. H2O/I./s. 

Chronic asthma, perennial. 

Many years of chronic 
Arterial blood, at rest: 

O. =92.4% saturated 
CO2 =46.8 vol.% 

Many years of chronic bronchitis, and 
localized bronchogenic cancer. Arterial 
blood, at rest: 

O2. =86.8% saturated 
CO, = 46.4 vol.% 
Bronchitis and asthma for years. 


F. 34 54% 


M. 52 48% bronchitis. 


M. 52 48% 


M. 50 30% 


severe chronic bronchitis for a long time; one had 
symptomatic intrinsic asthma, and one broncho- 
genic carcinoma, plus chronic cough and expectora- 
tion of ten years’ duration (Table II). 


In the group labelled “definite emphysema” with 
a timed vital capacity of less than 58%, there was 
one who was clinically without a definite history 
of chronic bronchial disease—merely a mild non- 
productive chronic cough. (The patient with sar- 
coidosis had bronchial involvement, with cough, 
expectoration, wheeze and generalized rhonchi. ) 
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SUGGESTIVE DEFINITE 

Fig. 2.—Cases labelled “emphysema’”’ or ‘suggestive. of 
emphysema’ by the radiologist, with presence of a con- 
tracting or contracted lung lesion which possibly explains 
the picture. 
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Generalized Not 
““Emphysema”’ Generalized 
““Emphysema”’ 


Fig. 3.—Cases labelled ‘‘definite emphysema” by the radio- 
logist, qualified by presence of a contracting lung lesion. 
An attempt was made to diagnose obstructive emphysema on 
the basis of diaphragmatic and thoracic-cage changes only. 


However, in the opposite group, namely “normal” 
with timed vital capacity greater than 58%, there 
were three with a definite history of disease and/or 
disability due to generalized disease of the bron- 
chial tree, and one with mild chronic cough. These 
included two asthmatics, with minimal signs in the 
chest, and one chronic bronchitic. 

Of the 52 cases in which the radiologist reported 
contracting lung lesion(s) in addition to fulfilling 
some or all criteria fpr emphysema, Fig. 2 shows 
the scattered distribution in direct contrast to the 
above group without contracting lesions. Pursuing 
this problem further, we thought that these could 
be divided, and those with obstruction separated 
out by the radiologist, on the basis of the dia- 
phragmatic and thoracic-cage changes alone. This 
proved to be impossible (Fig.3). . 


DIscussION 


The problem of determining what to use as 
one’s dividing line between normal and abnormal 
is not fully delineated in the literature. In dealing 
with a test of this nature, with the fairly wide 
variability within the normal group, arbitrarily 
setting up the numbers for the “limits of normal” 
was found to be hazardous. 

The timed vital capacity as proposed and set 
up by Gaensler! used 35 young normals for the 
normal standards. These had a mean of 83% of 
the vital capacity expired in the first second; with 
no value below 72%. Similar approaches by others 
have yielded similar results. However, in a pul- 
monary function laboratory in a general hospital, 
one is dealing mostly with middle-aged and older 
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patients (in this series the mean age was 50 
years) and this should be taken into account. An 
excellent analysis of the timed vital capacity was 
carried out by Pemberton and Flanagan.” They per- 
formed the test on 485 healthy persons, aged 40 
to 80, without history or hint of respiratory 
tract disease or symptoms. Their results showed 
a timed vital capacity for the first-second mean of 
79%, with a standard deviation of 7%. Hence 
to include over 99% of the general popula- 
tion from which this sample was drawn, we must 
include three standard deviations, and thus count 


--anything consistently below 58% of vital capacity 


as significantly obstructed. In practice, it is usual to 
regard anything below 65% as highly suspicious. 

Interestingly enough, in this series, moving the 
lowest limit of normal line up or down affects the 
overall correlation adversely. Hence, as set up, these 
two tests are of the same degree of sensitivity. 

The fairly high degree of correlation between 
the two tests as noted, then, supports the hypo- 
thesis that it is the obstruction to air flow and 
resultant hyperinflation of the lungs which gives 
rise to the radiological picture of emphysema, al- 
though primary parenchymal atrophic change is 
not ruled out in most of these cases. Presumably, 
atrophy of the parenchyma in the absence of 
bronchial or bronchiolar obstruction could reduce 
the first-second timed vital capacity result, on the 
basis of lack of outside support of their walls. 
However, other authors have shown that there is 
increased resistance to air flow through the tubes 
on inspiration as well as expiration, in their cases 
of emphysema.*:> In our experience, in some 30 
patients with a clinical diagnosis of emphysema 
who have had pulmonary mechanics measured 
(unpublished data), there are no cases which are 
not significantly obstructed on inspiration as well 
as expiration. So-called senile or non-obstructed 
emphysema must be quite rare by comparison. 

The correlation between chest films and clinical 
diagnosis of emphysema has been worked out by 
others, notably Knott and Christie.* These investi- 
gators used 20 well-marked cases of emphysema 
and 20 normal controls, employing four x-ray views 
and several radiological opinions. 

The pulmonary function tests listed in their 
work do not include a test aimed primarily at 
quantitating air-flow resistance. Residual volumes, 
however, which have been shown! to correlate 
reasonably well with degree of obstruction, were 
determined. 

In the present work, no effort is made at sub- 
stantiating or denying the actual presence of pul- 
monary emphysema, but merely an attempt is 
made to show that what the radiologist is calling 
“emphysema” by classical criteria is certainly 
related to measurable obstruction to air flow. 
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SUMMARY 


In regard to the diagnosis of emphysema, two 
laboratory tests—PA film of the chest and one-second 
timed vital capacity—were found to agree in approxi- 
mately 85% of the cases. In those cases where there 
is a disagreement, appeal to further laboratory as well 
as clinical data suggests that when the expiratory 
rate is below 58% in the first second, this is a case of 
bronchial disease, regardless of what is found by radi- 
ography, There are, however, cases in which both 
radiograph and timed vital capacity show nothing ab- 
normal, yet these people have a clinical history of 
chronic chest disease. Further laboratory testing may 
delineate this group. The presence of a contracting or 
contracted lung lesion appears to destroy the correla- 
tion completely. 
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RESUME 


Dans environ 85% des cas demphyséme secondaire a 
une forme quelconque d’obstruction ventilatoire on observa 
un rapport entre la radiographie de la poitrine et la 
capacité vitale mesurée dans la premiére seconde. Dans 
les autres cas il y a lieu de croire, d’aprés les données de 
la clinique et du laboratoire, que si le taux d’expiration 
natteint pas 58% dans la premiére seconde, il y a atteinte 
bronchique quelle que soit l’apparence radiologique. Il 
existe cependant des cas ot les rayons X et la capacité 
vitale n’indiquent rien d’anormal mais ou lon retrouve des 
antécédents cliniques d’une affection pulmonaire chronique 
qui ne ressort qu’a Taide d’épreuves de laboratoire plus 
spécialisées. La corrélation notée plus haut ne tient plus 
si le poumon est le siége d’une lésion qui le contracte. 





A STUDY OF APPETITE 
SUPPRESSANTS IN A GENERAL 
PRACTICE 


H. LteERICHE, B.Sc., M.D., M.P.H.,* Toronto 


THE COMMONEST form of malnutrition in North 
America is obesity. It can be avoided if people 
eat less, but this simple solution is unpopular. 
Hence the apparent need for drugs to suppress 
appetite; which seems to be a very complicated 
method of attaining a simple objective. 


number of these conditions. More direct evidence 
of improved life-expectancy when overweight 
people reduce their weight is afforded by Fellows” 
study. This and some later evidence is summarized 
by Armstrong.? 


DESIGN OF THE PRESENT STUDY 


For purposes of the present study it was de- 
cided to test four different coded appetite sup- 
pressant drugs on obese patients in a general prac- 
tice. The coded capsules were alternated and te 
course lasted for six weeks. In a certain number 


TABLE I.—Srupy on APPETITE SUPPRESSION: DURATION ON MEDICATION 








Number dropping out after 

















No. of No. 
Code patients returns 1 week 2weeks 3 weeks 4weeks 5 weeks Gweeks 7 weeks S8weeks 9 weeks 
x's Sane ox 56 8 1 4 3 3 3 26 8 
|. ERR aie 57 8 1 4 2 5 1 28 5 3 
ES ieee 54 8 0 2 0 + 2 26 8 3 1 
BN oar aden 57 8 0 + 0 4 2 30 8 — 1 
NBs nk ests 224 32 2 14 5 16 8 110 29 6 2 
Percentage....... 100 14.3 0.9 6.2 2.2 7.1 3.6 49.1 12.9 2.7 0.9 


As was pointed out in a previous paper,’ the 
well-known study by Dublin* on 200,000 insured 
white males shows that death rates for overweight 
and obese males increase with weight increase, 
especially in regard to organic heart diseases, 
angina pectoris, arteriosclerosis, acute and chronic 
nephritis, cerebral haemorrhage, cancer, diabetes, 
and to a lesser extent for accidents and suicides. 

It would appear that dietary control can help 
to improve life expectancy for at least a certain 


*Professor of Public Health, School of Hygiene, University 
of Toronto. 





of cases, after a rest period of two weeks, the pa- 
tients were instructed to return, and were given 
another course of capsules, again in random rota- 
tion. There was no placebo in the study, and pa- 
tients were told that the medicament would 
suppress appetite. They were asked to return 
every two weeks for weighing and discussion of the 
regimen. In all instances, the dosage was one 
capsule half an hour before breakfast. The patients 
were not placed on any particular diet. 

As shown in Table I, 224 adult patients, mostly 
women, started the treatment. On a percentage 
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TABLE II.—Appetitre SuppreEssivE Druacs: WEIGHT Loss AND SIDE EFFECTS 





Original 
No. of weight 
Code patients (1b.) 
IE ni: 5s 4p e eke kana a 48 8951.8 
RIS. i nl baie oooate aitander waite 49 8759.5 
nk vas OWE ORE OCR Ces 46 8437.8 
I saad ceric sencsa ig ikea ave Sree ect 49 8557 .5 


basis, 14.3% never returned, while 49.1% re- 
turned at the end of the sixth week. Whether those 
who did not return failed to do so for psycho- 
logical reasons, or whether they did not like the 
capsules for pharmacological reasons, is not known. 

Patients were asked to go to a laboratory for 
blood examinations at the beginning and end of 
the round of treatment. Fifty-five patients had one 
blood examination either at the beginning or the 
end of the project, while 33 had both initial and 
final examinations. Blood was examined in terms 
of packed cell volume, hemoglobin, total white cell 
count and differential count; they were within 
normal limits in all cases. There was no evidence 
of anemia in the group, or of reduction of white 
cells. 


Final Weight Total No. No. 
weight lost No. of Weightlost of side times 
(lb.) (lb.) days per day effects reported 
8447.5 332.3 1776 .187 68 99 
8349.3 339.2 1808 .188 55 97 
8122.0 315.8 1949 . 162 57 92 
8154.0 401.5 1956 . 205 64 102 
LR-71: p- and pL-amphetamine as ion-exchange resin 


 LR-72: 


complexes, 12.5 mg. (3 to 1 ratio of dextro to 
racemic amphetamine) (Biphetamine® 12.5). 


2: 15 mg. dextro-amphetamine sulfate - coated 
granules (Dexedrin® Spansules). 
LR-73: p- and pL-amphetamine (3 to 1 ratio), 20 


mg., with 40 mg. methyl-ortho-tolyl-quina- 
zolone, as ion-exchange resin complexes 
(Biphetamine® T-20). 


The drugs LR-70, LR-72, and LR-73, in addition to 
a placebo and seven other similar preparations, 
have recently been studied by Cass.? 

All observations were coded on cards specially 
designed for the purpose. 


TABLE III.—Errect on Moop or APPETITE SUPPRESSIVE Drucs: PER CENT or Times REPORTED 


No Slightly Happy and Slightly Over- 
Medication change improved content hyperactive stimulated Constipated 
BAPTO. 6 ceases 75 9 7 5 0 4 
. eee 75 4 14 4 2 1 
Dite?e........5. 71 16 10 2 0 1 
LR-73.......... 53 6 23 12 0 6 


In general, the group was healthy, and cheerful, 
though somewhat ponderous. In the group of 192, 
who participated for varying periods of time, there 
were 1] with some elevation of blood pressure. 

Of these, the initial and terminal blood pressure 
readings during the experiment were as follows: 


Initial Terminal 
mm. Hg mm. Hg 
160/100 148/100 
170/96 164/108 
160/100 154/100 
180/90 160/96 
140/102 170/104 
168/104 156/100 
200/98 190/100 
174/102 174/108 
154/106 180/100 
190/110 184/104 
230/94 190/92 


A mercury sphygmomanometer was used on the 
right arm, with the patient sitting at a desk. Dia- 
stolic pressure was read at the cessation of the 
lower sound, not at the change of sound. 

At the end of the study, after all calculations 
had been completed, the code was divulged, as 
follows: 


LR-70: 2-phenyl-tert.-butylamine, 30 mg. as an ion- 
exchange resin complex (Ionamin® 30). 





RESULTS 


Weight Reduction in Present Study 

As shown in Table II the average weight reduc- 
tion per day was the least for the dextro-ampheta- 
mine “Spansules” and the most for the p- and DL- 
amphetamine 20 mg. plus 40 mg. methyl-ortho- 
tolyl-quinazolone, as resin complexes. The latter 
drug was also found? to be the most effective in 
regard to weight reduction. 


Side Effects 


In Table III the effect on mood of some of these 
drugs is shown, and in Table IV further side 
effects are indicated. It will be noted that the 
actual incidence of side effects is small. 

From Table III it appears that the 20 mg. p- 
and pL-amphetamine plus 40 mg. methyl-ortho- 
tolyl-quinazolone as resin complexes (LR-73) had 
the greatest effect on elevation of mood. Constipa- 
tion was reported most commonly for this drug 
and also for the 2-phenyl-tert.-butylamine. 

In Table IV some additional side effects are 
indicated. In each group roughly the same number 
of side effects is reported. In all groups the biggest 
single complaint was “dry mouth”. Insomnia was 
least often reported in the group on the p- and pL- 
amphetamine as resin complexes, 12.5 mg. The 
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TABLE IV.—NumBER oF TIMEs Sipe Errects REPORTED IN APPETITE SUPPRESSANT STuDY 














Edginess Total side Persons in 

Code Depressed Irritable Hyperactive Sleepless Dry mouth of teeth effects each group 
a ee 7 ms: 4 10 39 3 68 48 
Be, “Ee ais ccass 6 5 7 5 32 0 55 49 
a’ ee 5 10 2 10 30 1 57 46 
4, LR-73...... 3 8 5 9 39 0 64 49 
keke 21 28 18 34 140 4 244 192 


15 mg. dextro-amphetamine sulfate as coated granules. 


ooh > 


“coated granules” and the p- and pL-amphetamine 
20 mg. with 40 mg. methyl-ortho-tolyl-quina- 
zolone were reported most often as producing 
irritability, while the 2-phenyl-tert.-butylamine, 30 
mg. and the 12.5 mg. p- and pi-amphetamine 
were reported as producing the most depression. 
It is probable that many of the side effects would 
be eliminated by using a lower dose of the medica- 
tion for sensitive patients. Additional observations 
on each of the medicaments are summarized below. 
It should be emphasized that the signs or symptoms 
noted are not necessarily caused by the medica- 
ments, With the small number of observations 
recorded, it is doubtful that the differences found 
are significant. 


LR-70: Two patients complained of increased urina- 
tion. One complained that his hands began 
shaking, 

Three stopped taking pills after first visit: 
—one very tense. 

—one jittery. 

—one listless. 

LR-71: One complained of abdominal pain. 
One complained of being nervous. 
Two women complained of hot flushes. 
One had rash on face after first visit. 
One developed hives. 

One felt unduly tired. 

One had headaches. 
LR-72: One complained of irregular heart beat. 
LR-73: One complained: of headaches, 

One had diarrhoea. 

One was always thirsty. 

One had ulcers on gums and tongue. 

One other had sore mouth. 


Effect on Blood Pressure 


A further study was undertaken to see whether 
the drugs concerned had any effect on blood pres- 
sure, The findings are given in Table V. 


In general, there was a slight reduction in the 
mean systolic pressure of the group, comparing 
the situation at the beginning and at the end of 
the investigation. For the systolic pressure, this 
small reduction is statistically significant, com- 
paring all drugs, and also for drugs LR-71 and 
LR-72. 


The reduction of diastolic pressure was minimal 
and not statistically significant. 





2-phenyl-tert.-butylamine, 30 mg. as an ion-exchange resin complex. 
p- and pL-amphetamine as ion-exchange resin complexes, 12.5 mg. 


p- and pL-amphetamine 20 mg. with 40 mg. methyl-ortho-tolyl-quinazolone, as ion-exchange resin complexes. 


Systolic pressure is considerably more labile 
than diastolic pressure, and influenced more 
readily, not only by weight reduction itself, but by 
anxiety and other psychological factors. 

We can conclude that these drugs, on the 
average, do not increase blood pressure, an im- 
portant consideration, contrary to the general 
impression that they raise blood pressure. 


TABLE V.—AppPETITE SUPPRESSANT DruGs: 
AVERAGE CHANGES IN BLoop PRESSURE BY DRUG AND ALL 
DruGcs, COMPARING THE BEGINNING AND THE END OF THE 




















INVESTIGATIONS 
Systolic: 
Mean re- Standard 
. duction in deviation 
Drug code Patients mm. Hg of mean “— 
LR-20. ... 30° 3.4 2.6 >.10 
Bean... . 34 5.5 1.8: <.01 
LR-72.... 34 40 1.8 <.01 
LR-73.... 34 4.0 2:2 >.10 
Total... 132 5.1 1.0 >.01 
Diastolic: 
LR-70.... 30 +1.5 1.4 > 2G 
LR-71.... 34 1.4 0.9 >.10 
LR-72.... 34 1.4 1.5 >.10 
LR-73.... 34 0.94 1.4 >.10 
Total. . 132 0.62 0.66 >.10 


(Differences tested by “t” test) 


The Influence of a “Second Round” of 
One of the Drugs Studied 


In the group there were 13 patients who ex- 
pressed a desire to return again after they had 
undergone one course of treatment. The coded 
drugs and weight losses are provided in Table VI. 
They were given the drug on a second occasion 
after an intermission of at least two weeks, designed 
to obviate any “carry-over” effect. Comparing 
weight loss per day, during the first and second 
rounds of treatment, “t” — 2.658, for 12 degrees 
of freedom, .05 < P > .02, a statistically significant 
difference, The loss during the first six weeks is 
markedly greater than during the second period 
with the possible exception of those receiving 2- 
phenyl-tert.-butylamine resin on the second round. 

The number of cases was too small to make an 
analysis possible of the effects of different arrange- 
ments in the order of administration of the drugs 
under study. 
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TABLE VI.—AppetitTE SuppressaNT DruGs: INFLUENCE OF 
A “Sreconp Rounpb” 


Wt. No. Wet. loss 
Patient’s name loss days perday Mood 
M Ed. Code73 6.0 43 0.140 2 
(2ndround) Code73 0 43 O 0 
M Bu. Code 71 12.0 57 0.211 2 
(2nd round) Code73 4.0 438 0.095 0 
M Ta. Code 71 12.5 56 0.223 2 
(2nd round) Code 72 .0.5 43 0.012 0 
F Ca. Code 72 13.0 43 0.302 0 
(2nd round) Code71 6.0 40 0.150 0 
M Ro. Code72 14.0 43 0.326 0 
(2nd round) Code70 17.0 43 0.395 0 
F Bu. Code 72 4.0 57 0.070 2 
(2nd round) Code 70 7.0 48 0.163 0 
F Cr. Code71 2.0 43 0.047 0 
(2nd round) Code 70 7.0 48 0.163 0 
F Wh. Code70 9.0 43 0.209 3 
(2nd round) Code71 2.0 46 0.0438 2 
M Ha. Code 70 15.0 43 0.349 2 
(2nd round) Code71 3.0 28 0.107 0 
M Li. Code71 9.0 41 0.220 3 
(2nd round) Code72 3.0 438 0.071 0 
F_ He. Code73 11.5 43 0.267 0 
(2nd round) Code72 3.0 41 0.073 0 
M Tu. Code 70 8.0 31 0.258 1 
(2nd round) Code73 2.0 29 0.069 0 
F_ Ra. Code 73 
(2nd round) Code73 7.0 42 0.167 0 


It would appear that Gluttony, after an initial 
reverse, returns and digests even the appetite 
suppressant drugs although it may be possible by 
shifting medication to forestall this event. 


SUMMARY 


A study was carried out in general practice, using 
four appetite suppressant drugs, dispensed initially 
under four code numbers, on 192 adult patients, mainly 
women. The experimental period was six weeks. 

Three of the drugs were commercially available. 
Two of these contained amphetamine and the other 
was a non-amphetamine preparation. The fourth was 
an experimental amphetamine calmative mixture. 

Average daily weight losses were as follows: 

(a) 2-phenyl-tert.-butylamine, 30 mg.: as the ion- 
exchange resin complex (Ionamin® 30), 0.187 lb. 


(b) p- and pL-amphetamine as ion-exchange resin 
compexes 12.5 mg. (Biphetamine® 12%), 0.188 lb. 


(c) 15 mg. dextro-amphetamine sulfate as coated 
granules (Dexedrin® Spansules), 0.162 Ib. 


(d) p- and pL-amphetamine 20 mg. with 40 mg. 
methyl-ortho-tolyl-quinazolone as ion-exchange resin 
complexes: (Biphetamine® T20) 0.205 lb. 


Side effects varied somewhat, “dry mouth” being 
the commonest, The drugs did not increase blood 
pressures. They were considerably less effective in 
producing weight loss on a “second round” with the 
possible exception of an amphetamine preparation 
being followed by 2-phenyl-tert.-butylamine _ resin 
complex. 


I greatly appreciate the statistical assistance given to 
me by Mr. Gerald Van Belle. 
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RESUME 


La maladie de la nutrition la plus répandue en Amérique 
du Nord est l’obésité, que lon pourrait éviter en mangeant 
moins. Cette solution directe semble mal venue, d’ou 
lusage d’anorexiques—facon trés détournée d’atteindre un 


. objectif trés simple. Au cours d’une période de six semaines, 


Tauteur a fait l’essai de quatre préparations désignées 
uniquement par un numéro et administrées 4 192 adultes 
obéses comprenant surtout des femmes. Deux des trois 
préparations qui étaient déja sur le marché contenaient 
de l’amphétamine. La quatriéme, encore au stage expé- 
rimental, se composait d'un mélange de calmant et d’am- 
phétamine. Les pertes de poids quotidiennes variérent 
entre 0.162 lb. (0.073 kg.) et 0.205 Ib. (0.093 kg.) Le 
plus fréquent des effets secondaires semble avoir été la 
sécheresse de la bouche; la tension artérielle n’a cependant 
pas été augmentée. Les malades qui suivent ce traitement 
devraient s’efforcer de ne plus engraisser de nouveau car, 
a quelques exceptions prés, une deuxiéme cure est beaucoup 
moins efficace que la premiére. 





THROMBOTEST IN ANTICOAGULANT 
CONTROL 


The laboratory methods in use at present for the control 
of anticoagulant therapy are the one-stage prothrombin 
time of Quick, and the P & P (prothrombin and procon- 
vertin) method of Owren and Aas, Unfortunately, the 
Quick test has the disadvantage of giving an incomplete 
picture of the coagulation defects produced by coumarin- 
type drugs. No fewer than four of the recognized clotting 
factors are reduced by treatment with these drugs: pro- 
thrombin, factor VII, factor IX (Christmas factor), and 
factor X (Stuart-Prower factor). The Quick test, however, 
in coumarin-treated patients, as also in patients with liver 
disease or vitamin K deficiency, is virtually a measure only 
of the deficiency in factor VII. This would explain why in 
some few patients the prothrombin time may be very 
long without hemorrhage occurring, whereas bleeding may 
start unexpectedly, and continue, when the patient is well 
within the Quick “therapeutic range”. These cases prob- 
ably account for a fair proportion of the hemorrhagic 
complications of coumarin drugs. The P & P method, on 
the other hand, has proved a difficult technique outside 
specialized laboratories and, besides, it takes no account 
of factors IX and X and is therefore subject, in lesser 
degree, to the criticism already made of the Quick method. 

The new test, called Thrombotest by its author (Owren), 
is designed to overcome this disadvantage by the use of 
a reagent which reflects sensitively the reduction in all 
four factors. Matthews and Walker (Lancet, 2: 1159, 
1959) report an initial assessment of this new technique as 
simple, reliable and safe. They claim that, although it 
demands certain precautions in performance, its advantages 
over all earlier methods are likely to confirm it as the best 
laboratory procedure for the control of anticoagulant 
therapy. 
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Case Reports 


TREATMENT OF NORTH AMERICAN 


BLASTOMYCOSIS WITH 
AMPHOTERICIN B 


C. A. GORDON, M.D.* and 
W. B. STEWART, M.D.,t Halifax, N.S. 


THis PAPER records the first case of systemic blasto- 
mycosis known to have occurred in Nova Scotia: 
the first case in Canada to be treated by use of 
amphotericin B: and the complication of acute 
agranulocytosis occurring during therapy. 


This 39-year-old white labourer was a machine 
operator in a salt plant. He lived on a small farm where 
he raised chickens, and had never journeyed outside 
Nova Scotia except for one winter five years before 
when he did construction work in the Arctic. He was 
transferred to the medical service of the Victoria Gen- 
eral Hospital, Halifax, in April 1958, for investigation 
and treatment of pneumonia of undetermined etiology. 


His symptoms began in March 1958, about two 
weeks after he had cleaned his chicken house. He 
developed acute discomfort in his left chest and con- 
sulted his physician. Radiography confirmed the clini- 
cal diagnosis of pleuropneumonitis of the left lower 
chest. At this time his temperature ranged between 
99 and 101° F. There was a leukocytosis of 19,800 
(bands 9%, neutrophils 65%, lymphocytes 21%, eosino- 
phils 4%, monocytes 1%). The sputum was negative for 
ordinary pathogens and tubercle bacilli on several oc- 
casions. Fluid obtained by thoracentesis was similarly 
negative. Aspirates from a subcutaneous abscess which 
developed in the region of the left knee were negative 
for bacteria. Several broad-spectrum antibiotics had 
been administered without any clinical or radiological 
evidence of improvement. He was transferred from the 
Highland View Hospital, Amherst, N.S., for investiga- 
tion and treatment. 


Examination revealed an acutely ill man measuring 
about 5 feet 10 inches in height and weighing 130 |b. 
He had a cough productive of some watery sputum 
and accompanied by pain in his left chest. Oral 
temperature was 101° F. There was restricted move- 
ment of his left hemithorax and some dullness to per- 
- cussion at the Jeft base. Diminished breath sounds 
were present anteriorly and no breath sounds were 
heard over the basal segments on the left. No rales 
or rhonchi were heard. A draining sinus was present 
over the medial aspect of the left knee with induration 
of the surrounding tissues, but no tenderness, erythema, 
or fluctuation (see Fig. 1). Non-tender soft tissue 
swellings were noted on the right elbow and right 
thigh. Otherwise physical examination was non- 
contributory. 


The urinalysis was negative; the specific gravity, 
1.018. Examination of the blood revealed a hemo- 
globin of 12.8 g. per 100 ml. and a white plood cell 


*Assistant Professor of Medicine, Department of Medicine, 
- Victoria General Hospital, Halifax, N.S. 

tResident, Department of Radiology, Victoria General Hos- 
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Fig. 1.—Draining sinus left knee. 


count of 13,500 (81% polymorphonuclears, 19% lympho- 
cytes). The red cells were normochromic and normo- 
cytic. The erythrocyte sedimentation rate (Wintrobe) 
was 27 mm. in one hour, The non-protein nitrogen was 
27 mg. % and the fasting blood sugar 103 mg. %. The 
sputum was negative for ordinary pathogens, tubercle 
bacilli and fungi. The pleural fluid was similarly nega- 
tive. Repeated blood cultures were sterile. Cerebro- 
spina] fluid examination revealed a clear fluid under 
normal pressure with a cell count of 1, protein 39 
mg. %, chlorides 710 mg. %. The colloidal gold curve 
was normal and the serology negative. An electro- 
encephalogram- showed low voltage and slow waves 
over the right temporal region. The electrocardiogram 
had minor non-specific T wave changes. Reaction to 
0.001 mg. P.P.D. was negative. The admission chest 
radiograph (Fig. 2) revealed elevation of the left 
diaphragm, consolidation of the left lung to the level 
of the 4th rib anteriorly, atelectasis of the left basal 
segments with some consolidation of the lingular seg- 
ment and a loculated basal effusion. Skeletal radio- 
graphs showed no bone lesions. Bronchoscopic examina- 
tion found congestion of the left main bronchus but 
no other abnormality. A pleural biopsy specimen was 
unsuitable for examination. Smears from the draining 
abscess of the left knee contained organisms character- 





Fig. 2.—Admission chest radiograph 
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subcutaneous tissue showing three 


Fig. 3.—Biopsy of 
blastomycetes; magnification x 450. 


istic of Blastomyces dermatitidis on direct smear, and 
typical cultural characteristics on Sabouraud’s dextrose 
agar at room temperature and on blood agar at 37° 
C. At room temperature on Sabouraud’s medium, 
mycelial threads with lateral conidia were seen on 
microscopical examination of the mould-like growth. 
On blood agar at 37° C. a wrinkled waxy colony de- 
veloped; microscopical examination showed large, 
rounded thick-walled cells with budding. A_ biopsy 
specimen from the swelling of the right elbow re- 
vealed the same organisms in the subcutaneous tissues 
(Fig. 3). Repeated sputum examinations failed to 
demonstrate the fungus. 


Amphotericin B (Fungizone for infusion, E. R. 
Squibb & Co.) was given intravenously daily, starting 
at 25 mg. in 250 ml. of 5% glucose and water and 
increasing gradually over a two-week period until a 
dose of 100 mg. in 1000 ml. of solution was given 
daily. Concurrently prednisone (5 mg. q.8h.) and 
promazine (25 mg. q.6h.) were administered in an 
attempt to minimize articipated side effects. Frequent 
hemograms, urinalyses, non-protein nitrogen deter- 
minations, and. cephalin-cholesterol flocculation tests 
were done during the course of treatment. Improve- 
ment was apparent before the end of the first week of 
therapy. The temperature returned to the normal range. 











Fig. 4.—Chest radiograph after treatment. 


TREATMENT OF BLASTOMYCOSIS 





Canad. M. A. J. 
Feb. 27, 1960, vol. 82 


The draining sinus, which had been present for two 
months, healed completely. Within two weeks there 
was improvement of the chest radiograph abnormalities. 

Clinical improvement continued until the 32nd day 
of treatment when the patient developed a fever of 
104° F. accompanied by chills. Before this time he 
had tolerated the drugs well, apart from complaining 
of anorexia. His laboratory tests had been within the 
normal range. All drugs were discontinued and within 
two days his temperature became normal and remained 
so for three days, then rose to 102.4° F. Numerous 
shallow ulcers of the tongue and buccal mucosa de- 
veloped. The hemoglobin was 10.7 g. %. The white 


-*cell count was 2250 (100% lymphocytes). The plate- 


lets were scanty on the smear. A_ sternal marrow 
biopsy revealed a hypoplastic marrow, with arrest 
of myeloid and erythroid maturation, and marked re- 
duction of granulocytic elements. Within 48 hours the 
white cell count began to rise and within a week 
reached 7300, with a normal differential count. His 
mouth lesions healed rapidly and he was discharged 
to his home and advised to rest for a month. He has 
been seen at regular intervals during the last 18 months 
and has remained asymptomatic. He has gained 50 |b. 
in weight and has resumed his former occupation. 
Chest radiographs show some residual fibrosis and 
pleural thickening at the left base (Fig. 4). 


DISCUSSION 


Over 500 cases of North American blastomycosis 
have been reported in the literature. Of these 
over 95% have occurred in the United States.’ In 
1948 Starrs and Klotz made a critical review of 
reported cases of North American blastomycosis 
diagnosed in Canada; 16 cases were discussed: 
two were accepted as proved, three presumptive, 
and 11 unproved. To this they added one case 
proved at post-mortem examination.‘ No compre- 
hensive review of cases in Canada has been pub- 
lished since 1948. It is interesting to note that four 
cases have been reported in Canada in the past 
two years.” ® 

North American blastomycosis of the systemic 
type has had a reported mortality of 75 to 92% 
within two to five years of onset of the disease.** 

Amphotericin B appears to be a very effective 
agent in the treatment of blastomycosis in the 
limited number of cases reported,*?° and it is ex- 
pected to reduce the morbidity and mortality 
greatly. We believe that our patient represents the 
first case of North American blastomycosis treated 
in Canada by amphotericin B. 

This patient has shown a very satisfactory thera- 
peutic result, with no evidence of relapse after 18 
months, The bone marrow depression which oc- 
curred during treatment might represent a toxic 
effect of amphotericin B; however, prednisone and 
promazine were given concurrently, so no definite 
conclusion could be drawn. In a review of the 
literature we found no reported cases of agranulo- 
cytosis associated with the use of amphotericin B. 
In one there was some depression of the platelet 
count and in others some fall in hemoglobin level 
associated with a rising level of blood urea nitrogen 
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necessitating stopping the drug for a few days. 
Other toxic effects were anorexia, nausea, vomiting, 
fever, chest pain and liver damage. ® In one case 
too rapid infusion (28 mg. in 40 min. ) resulted in 
death due to cardiac arrest.?° 


SUMMARY 


The first case of systemic North American blasto- 
mycosis to be recognized in Nova Scotia has been re- 
ported. A satisfactory recovery followed use of ampho- 
tericin B; agranulocytosis developed during treatment. 
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POST-TRAUMATIC HA=MOBILIA* 


VINCENT GAUTHIER, M.D. and 
JACQUES DESROSIERS, M.D., 
Quebec City, Que. 


POsT-TRAUMATIC HAEMOBILIA is a rare complication 
of hepatic lesions and may be defined as the pres- 
ence of blood in the biliary tract due to hepatic 
trauma, Although first described by Owen" in 
1848, it was not until a hundred years later that 
Sandblom gave this condition the name of hzmo- 
bilia.1? Blood in the bile may be clinically observed 
leaving from either end of the digestive tract. 
Opinions are divided on the frequency of this com- 
plication.?* 1* 

The origin of hzmobilia as such is variable. Ac- 
cording to the few observations already published 
in the literature, blood in the biliary tract comes 
- from liver parenchyma, gallbladder or the bile 
ducts themselves. We have noted in one instance 
that insertion of a T-tube caused hemorrhage in 
the common duct.! Ruptured gallbladder with blood 
in the viscus itself and in the peritoneal cavity and 
rupture of intramural vessels of the gallbadder*-** 
have been reported to cause hzmobilia. Malignant 
hepatoma and hepatic metastases have also caused 
hzemobilia according to Rudstrém.* Benign tumours 
of the biliary tract,’ hepatic angiomata, aneurysms 
or pseudo-aneurysms of the hepatic artery* *?° 
have been described by various authors as possible 
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causes of bleeding in the biliary tract. However, 
the most frequent cause of this syndrome is hepatic 
trauma. 

According to Sandblom, traumatic lesions of the 
liver fall into three groups: rupture of the capsule 
and the parenchyma, central rupture, and hepatic 
subcapsular rupture. A brief review of the sequence 
of events may help to clarify the pathology of such 
cases. With rupture of the capsule and injury to 
the underlying liver parenchyma, blood trickles 
out of the wound into the peritoneal cavity. If, 
however, the capsule remains intact, blood may 
accumulate underneath it and force its way into 
the biliary tract. A lesion located in the centre of the 
organ may have the same result. Although the pres- 
ence of bile does not prevent coagulation, accord- 
ing to Gereben™® when a certain amount of blood 
mixed with bile has accumulated in the newly 
formed cavity the pressure rises therein to a point 
equal to or above that of the bile in the canaliculi. 
The flow of the bile is then reversed and this 
viscous mixture of blood and bile eventually flows 
through the canaliculi, biliary vessels, hepatic ducts, 
common bile duct and on to the duodenum. If it 
gets into the gallbladder it may become inspissated 
and coagulate, and cause a clinical picture identi- 
cal to that produced by cholecystitis with chole- 
lithiasis. Necrosis of liver tissue may favour the 
progression of hzmorrhage; this in turn may start 
a vicious circle by increasing the pressure inside 
the cavity, causing further ischemia of the sur- 
rounding tissue, leading to further necrosis. The 
cavity may empty every now and then, giving rise 
to intermittent hzemobilia. Lesions deep in the liver 
parenchyma tend to produce severer symptoms 
because the ruptured vessels are of larger calibre. 
Unless the ruptured vessels heal or thrombose, the 
process is bound to persist. 

Surgery of the liver may also cause hzmobilia. 
Sutures may damage blood vessels, and the re- 
cently developed hemostatic substances such as 
Oxycel and Gelfoam have been known to produce 
necrosis of the tissue, resulting in the formation of a 
cavity or the enlargement of an already existing one. 
The same process as described above then enters 
into play. Necrosis therefore from any cause such as 
infection or the presence of fragmented tissue left 
behind in an inadequate exploration of the wound 
can lead to the same results. Resorption of bilirubin 
will give rise to jaundice. 

Hzmobilia may take place even after simple 
cholecystectomy. In 1950, Hart'® reported on a 
patient referred to him for treatment of a central 
hepatic hematoma subsequent to cholecystectomy. 
The gallbladder bed had been closed by deep intra- 
hepatic sutures by the former surgeon. At a new 
operation, Hart attempted to stop the hepatic 
hemorrhage and was partially successful. However, 
the patient died at home during an attack of mas- 
sive hemobilia in the course of convalescence. 

Of the various forms of treatment offered for 
hzemobilia, the first and most important is preven- 
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tion, which is achieved by careful exploration of 
the hepatic wound through an appropriate incision; 
the use of mattress sutures with individual stitches 
arranged in different layers;!* the judicious use of 
Oxycel or Gelfoam or gauze packs in the cavity; 
the use of electrocoagulation as recently employed 
by Conn and Hardy;?’ and adequate drainage of 
the interhepatico-diaphragmatic regions, of the 
lesser sac and of Morison’s pouch. 

Pain in the right hypochondrium or epigastric 
region, similar in nature to gallbladder colic and 
accompanied by hzematemesis, melzena and jaundice 
in a patient who may have suffered an injury to 
the liver, should immediately bring to mind the 
possibility of heemobilia. Although this gastro-intes- 
tina] hemorrhage is commonly mild, it may never- 
theless lead to severe anzemia. When massive, it will 
of course produce shock; in such an event, treat- 
ment of this complication takes precedence over all 
the others. At laparotomy the surgeon may not dis- 
cover readily the source of bleeding or, being mis- 
led, he may remove some part only to find out later 
that the bleeding remains unaltered. Such a mistake 
may prove fatal to the patient. Most authors agree 
that hemobilia carries a mortality of 50%. If haemo- 
bilia were borne in mind when dealing with the 
problem of gastro-intestinal bleeding, particularly 
when roentgenograms have not revealed the source 
of bleeding, many patients would be spared an 
unnecessary blind gastrectomy. 

When the diagnosis of hzmobilia has*been made, 
the biliary tract must be explored and the liver 
palpated in order to discover any cavity. Burnett?® 
and later Sparkman” incised hepatic scars in order 
to discover intrahepatic hematomas. Other authors 
advocate conservative treatment.’®*? The decision 
whether or not to mterfere is often a difficult 
one to make, because’ it must be remembered that 
a gastro-intestinal hemorrhage in a patient with 
impaired liver function may raise the blood am- 
monia level and bring about hepatic coma. 


On August 4, 1958, a 53-year-old fireman was 
admitted as an emergency after having been hit on 
the right side of the body by a section of an extension 
ladder. He complained of severe generalized pain in 
his abdomen. His blood pressure was about 80/50 
mm. Hg; pulse was regular and strong at 70/min. 
He was pale and bathed in perspiration. A cursory 
examination revealed a large ecchymosis on the right 
arm and tenderness around the umbilical region. After 
intravenous plasma had been given the B.P. rose to 
100/85 mm. Hg. Pain became confined mostly to the 
right hypochondrium. Laboratory examinations: R.B.C. 
3,820,000/c.mm.; hemoglobin value 11.8 g. &%; 
hematocrit 35%; W.B.C. 9250. Urinalysis revealed occult 
blood and 4 plus albumin; specific gravity 1.005. A 
stool specimen was reported positive for occult. blood. 
Blood amylase was 172 mg. % (slightly above normal). 

Some hours after admission, when the patient’s con- 


dition was deteriorating, an exploratory laparotomy , 


was undertaken. Approximately two litres of blood 
was removed by suction from the peritoneal cavity. 
The biliary tract, the bowel and the spleen appeared 
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normal on inspection, However, a linear laceration 6 
cm. long and 3 cm. deep was discovered on the postero- 
superior surface of the right lobe of the liver. The 
wound was packed with Gelfoam and three large 
drains were left in situ. The patient’s condition did 
not permit any further intervention; he was returned 
to the ward with gastric suction. 

The patient was restless during the early post- 
operative course. His blood pressure remained close 
to 140/80. By next morning the dressings were stained 
with blood and bile. During the first postoperative day 
the patient became restless and mentioned a sudden 
and very severe pain in tthe right subcostal region; 


_, gastric suction at that time withdrew a mixture of 


blood and bile, after which the patient was comfortable 
again. A similar sequence of events was repeated the 
next day. The first bowel movement, three days after 
operation, was a large black liquid stool. On several 
occasions later, the patient underwent spells of rest- 
lessness followed by vomiting and each time the 
vomitus contained bile. On the sixth postoperative day 
another sudden attack of violent pain was followed 
by the evacuation of gas and dark putrid feces in 
large amount. At the same time the drains discharged 
bile and blood. 

On the 19th postoperative day, after a period of 
steady improvement, the patient complained again of 
pain in the right hypochondrium radiating over the 
abdomen. He was restless and dyspneeic. A radiological 
examination revealed a right posterior costo-diaphrag- 
matic sinus obliterated by residual pleural adhesions 
probably due to a former infection. After this last 
episode the patient’s convalescence was uneventful; 
drains were completely removed and he was discharged 
from hospital on August 26. He has remained well 
since. 


It is believed that this patient suffered from 
heemobilia. From the first postoperative day, gas- 
tric suction produced bile mixed with blood; it is 
unlikely that this blood came from the gastro- 
intestinal tract itself, because the patient had 
never complained of digestive trouble in the past 
and careful examination of the stomach and bowel 
at operation failed to reveal any abnormality. 
Although this examination of course does not allow 
inspection of the gastric or bowel mucosa, it should 
be added that the patient has never complained of 
digestive trouble before or since discharge from 
hospital. Also, the severe degree of melzna three 
days after operation supports this diagnosis. Lately, 
observation of two cases of Curling ulcer demon- 
strated a syndrome of gastro-intestinal hemorrhage 
without any pain but 12 days after trauma; 
both were proved radiologically. The patient’s pain 
and restlessness may be accounted for by the ac- 
cumulation of fluid in the interhepatico-diaphrag- 
matic space in the period before it has reached a 
sufficiently high internal pressure to drain out 
through the counterincision. The colicky pains may 
be ascribed to bouts of hazmobilia, and the melzna 
cannot be explained otherwise. Traumatic, ulcerat- 
ing, necrotic, hemorrhagic and painful erosions of 
the cesophagus from prolonged or ill-advised use 
of a gastric suction tube may be a possible cause, 
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but as a rule this syndrome is easily differentiated 
from others. 


The physio-pathology of the present case may 
be described as follows. Blood accumulated in an 
unsutured traumatic cavity; before penetrating the 
barrier formed by the Gelfoam pack, it oozed into 
the biliary canaliculi. This phase explains the 
presence of the blood in the gastro-intestinal tract. 
After the Gelfoam pack was soaked, the accumu- 
lated fluid escaped along the drains through the 
counterincision. The cavity eventually closed; the 
reverse flow in the biliary tract stopped as the 
pressure decreased; bile circulation returned to 
normal and hzemobilia subsided. The dark, foul- 
smelling stool passed on the sixth postoperative 
day was unfortunately not tested for blood. A 
specimen sent a few days later was reported as 
negative. The patient never showed any jaundice; 
this implies that no significant amount of blood 
coagulated in the ducts or in the gallbladder. He 
also never developed severe anzmia or shock, most 
likely because only a relatively small amount of 
blood was lost through the bile ducts. 


According to Sparkman, “a diagnosis of hemo- 
bilia can be established with certainty only by 
surgical means”. This was true of the present case, 
in which a tear of the liver capsule was discovered 
at operation. This defect was made good by a dense 
hemostatic packing. That such a complication 
could have followed upon other techniques may be 
derived from Sparkman’s statement that a “similar 
effect may result when margins of the laceration 
are in apposition to the diaphragm or when gauze 
packings or omentum have been employed in 
tamponade of the hepatic defect”. A centrally 
located hematoma, the presence of which was 
proved in 50% of cases at surgery or autopsy, was 
found to be the most frequent cause of such bleed- 
ing. 

Although rare, hemobilia is a dangerous com- 
plication of liver trauma. There are approximately 
100 cases described in the literature covering all 
kinds of causes of hzmobilia; about 30 of these 
are of the post-traumatic variety, and in 16 the 
presence of haematoma in the liver was confirmed. 
It is likely that many cases go unrecognized. 
Although this represents only the first case dis- 
covered in Quebec City and the second one de- 
scribed in Canada,24 more could be found if the 
possibility of its occurrence were borne in mind. 


SUMMARY 


Heemobilia may be defined .as the presence of 
blood in the biliary tract. It may result after a simple 
cholecystectomy, from the insertion of a T-tube into 
the common bile duct, from surgery of the liver or 
from several other causes. In its post-traumatic form, 
it is a complication (rare) of hepatic trauma. 


The clinical picture is variable and may include a 
history of trauma, gastro-intestinal bleeding, right upper 
quadrant abdominal pain, jaundice—all of which may 
occur once or intermittently. A diagnosis of hzemobilia 
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can be established with certainty only by surgical 
means. 

A case of post-traumatic hemobilia is reported in 
which the difficulty in diagnosis became apparent. 
Treatment was medical only, but the alternative of © 
surgical intervention was always borne in mind as 
necessary if the patient did not show progressive im- 
provement. At the present time the patient is active, 
well, and free of any complaints, including digestive 
ones. 
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RESUME 


L’auteur profite de Tobservation d'un cas d’hémobilie 
post-traumatique du foie pour en reviser la littérature 
médicale, et en faire une somme tant au point de vue 
définition, étiologie, physio-pathologie, symptomatologie, 
que conduite thérapeutique. 

L’étude clinique du cas présenté démontre que le diag- 
nostic d’hémobilie n’est pas toujours facile, et qu'il peut de 
plus y avoir résolution spontanée sans recourir 4 une cure 
chirurgicale précipitée, toujours sérieuse et complexe. I] 
semble donc que lhémobilie est un épiphénoméne in- 
sidieux que tout traumatisme du foie et des voies biliaires 

eut engendrer et dont la mise en évidence demande, de 
a part de l’observateur, beaucoup de flair. 

Le patient a bien répondu au traitement conservateur. 
Un an aprés son traumatisme, il est toujours actif 4 son 
travail, libre de toute complication tardive, troubles di- 
gestifs compris. V.G. 





CANCER OF THE CESOPHAGUS 


Bergman (Acta chir. scandinav., 117: 356, 1959) pre- 
sents 10 cases of squamous cell carcinoma of the lower 
third of the cesophagus. In all cases, microscopic study 
showed extension beyond the macroscopic border of the 
primary tumour. Intramural extension was by direct ex- 
tension, pericesophageal lymphatics, and lymphatics in the 
submucosa and muscularis propria and tended to extend 
farther proximally than distally. Normal epithelium often 
remained intact over the deeper malignant tissue. It was 
always possible to demonstrate direct continuity between 
the main tumour and the proximal or distal foci. [The 
moral is obvious: more extensive resections of the cesophagus 
must be carried out for surgical cure.] 
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PROLONGED HEPATITIS DUE TO 
INFECTIOUS MONONUCLEOSIS* 


T. W. DAVIS, M.D. and A. BOGOCH, M.D., 
Vancouver, B.C. 


HEPATIC INVOLVEMENT is a well-recognized mani- 
festation of infectious mononucleosis. The follow- 
ing case is of interest in that it illustrates the per- 
sistence of hepatic disease for 17 months after the 
onset of infectious mononucleosis. 


R.M., a 21-year-old army officer attending university, 
was first admitted to Shaughnessy Hospital on April 
2, 1957. He stated that he had been perfectly well until 
about ten days earlier when he began to experience 
marked anorexia and slight malaise. He had lost about 
12 lb. in the preceding three weeks. One week before 
admission, he noted a non-tender swelling on the right 
side of his neck, for the first time, which persisted. 
Three days later he began to have a headache and sore 
eyes, and after two more days he developed nausea and 
vomiting. At approximately the same time, his urine 
became very dark. On the morning of admission he 
noticed that he was jaundiced. Careful questioning re- 
vealed no other symptoms. He had not received trans- 
fusions or recent injections, nor was there a history of 
contact with jaundiced persons. He did not take alcohol 
excessively. Past history included pneumonia at the age 
of six and mastoidectomy a few years later. 

On admission, he was pale and slightly jaundiced. 
His temperature was 99.6° F.; pulse 72/min., and 
regular, He weighed 135 Ib. A small amount of 
purulent exudate was noted on the right tonsil. Large, 
discrete and slightly tender nodes were palpable 
bilaterally in the anterior and posterior cervical, sub- 
mental and supraclavicular areas, The left epitrochlear 
node was slightly enlarged; inguinal and axillary nodes 
were palpable. The liver edge, palpable at the level 
of the umbilicus in thé right midclavicular line, was 
firm but not tender. The spleen was easily palpable. 

Laboratory results are given in Table I. On April 3, 
the total white cell count was 13,700/c.mm. with 84% 
lymphocytes, many of which were atypical. The total 
serum bilirubin level was 8.2 mg. %; serum alkaline 
phosphatase activity, 47 King-Armstrong (K.A.) units; 
thymol turbidity, 15 units; cephalin-cholesterol floc- 
culation, four plus; and urinary urobilinogen, 3.6 
Ehrlich units/2 hr. On April 5, heterophil agglutinin 
titre measured 1:8192 (1:521 after absorption with 
guinea-pig kidney antigen). Infectious mononucleosis 
with hepatic involvement was diagnosed. Treatment 
included bed rest, diet as tolerated, and dimenhydrinate 
(Gravol). His temperature remained elevated for eight 
days: up to 99.6° F. and on one occasion to 101.4° F. 
Nausea and anorexia persisted for three days and he 
continued to feel weak for ten days. Jaundice faded 
over a period of three weeks. Five weeks after 
admission, the liver edge was palpable at the costal 
margin, his total serum bilirubin level was still 1.5 
mg. % (direct 0.9 mg. %), thymol turbidity value was 8 
units, and cephalin-cholesterol flocculation two plus. At 
this time the Paul-Bunnell test was still positive to a 
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dilution of 1:521; the total white cell count was 7250/ 
c.mm., with 43% lymphocytes, and rare atypical lympho- 
cytes were still present. Seven weeks after admission 
the spleen was still palpable. On discharge from hospi- 
tal on June 4, 1957, he felt well; total serum bilirubin 
was 0.8 mg. %, serum alkaline phosphatase activity 
13 K.A. units, thymol turbidity value 7 units, and 
cephalin-cholesteral flocculation test negative. 

During the ensuing eight months, he was seen at 
frequent intervals in the outpatient department. He 
was asymptomatic. The liver edge was palpable 3 cm. 
below the right costal margin. In November 1957 and 
subsequently, the spleen was 2-3 cm. below the left 
costal margin. Neither organ was tender. The Paul- 


**Bunnell test was normal on November 30, 1957. On 


March 12, 1958, the total serum bilirubin was 1.8 mg. % 
and the other tests of liver function performed were 
normal (Table I). 

On May 22, 1958, he was admitted for further in- 
vestigation. He had small, firm, discrete, non-tender 
lymph nodes in the left posterior cervical, both axillary, 
and left epitrochlear regions. The liver edge was palp- 
able 5 cm. below the right costal margin in the mid- 
clavicular line; it was not tender but’slightly firm. The 
spleen was palpable 2 cm. below the left costal margin. 
Serum bilirubin and urinary urobilinogen levels were 
slightly elevated; the other tests of liver function per- 
formed were normal. He took a high-calorie and high- 
protein diet well and continued to be asymptomatic. 
Results of subsequent laboratory determinations are 
given in Table I and Fig. 1. Aspiration biopsy of the 
liver was performed by the transthoracic approach on 
June 24. Histological examination revealed moderate 
infiltration of portal areas with mononuclear cells and 
occasional eosinophils (Fig. 2). In the parenchyma, 
there were a few small focal infiltrations of mononuclear 
cells. Small amounts of unidentified, finely divided, 
brown-staining pigment were present in many of the 
parenchymal cells. Fatty metamorphosis was slight. 
Sinusoids appeared normal; no other abnormalities were 
noted. 

Repeated reticulocyte counts and determinations of 
hemoglobin and fecal urobilinogen values were nor- 
mal. Coombs test was negative. The urinary urobili- 
nogen level became normal on July 24, 1958. On 
September 2, total serum bilirubin value measured 1.1 
mg. % (direct 0.8 mg. %), cephalin-cholesterol floc- 
culation one plus, and thymo] turbidity 3 units. Total 
serum proteins on September 5, 1958, measured 
7.2 g. %; albumin 5.1 g. % and globulins 2.1 g. %. 
Electrophoresis found: albumin 70%; globulin as a, 5%, 
a, 7%, B 8%, and y 10%. 

The patient continued to feel well. His liver edge 
was just palpable at the costal margin and the spleen 
remained enlarged 1-2 cm. below the left costal margin 
at the time of discharge on September 9, 1958. 


DIscussIONn 


Several reports have indicated the frequency 
with which tests of liver function give abnormal 
results during the acute phase of infectious mono- 
nucleosis. In 1946, Cohn and Lidman! reported 
evidence of impaired liver function in all of 15 
patients, and two years later Peterson? described 
hepatic dysfunction in 21 of 40 patients. 

More recently, abnormalities from tests of liver 
function that are prolonged beyond the acute phase 
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TABLE I.—Lasoratory Data 
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of the disease have been reported. In 1950 Bennett 
et al.’ described seven patients with infectious 
mononucleosis, of whom six had persistently ele- 
vated serum bilirubin levels for more than five 
months; two for a year and a half. The other 
patient had increased sulfobromophthalein reten- 
tion for more than two years. In these patients the 
initial symptoms and liver function tests were not 
unusually severe. In 1951, Watson et al.* described 
51 patients with infectious mononucleosis, of whom 
33 had abnormal results on thymol turbidity tests 
and 15 abnormal cephalin-cholestero] flocculation 
values. In seven of these patients, the thymol 
turbidity value was still abnormal 22 months later. 

Several reports®:* have described the histological 
findings in liver tissue at autopsy from patients who 
died during or shortly after an attack of infectious 
mononucleosis. Changes described have included: 
extensive portal and perilobular infiltration by 
swollen reticulo-endothelial cells and numerous 
cells of the mononuclear type; smaller scattered 
foci of cellular infiltration in areas in which there 
was destruction and disappearance of most of the 
liver cells; dilated sinusoids containing many 
mononuclear cells, and minor bile duct prolifera- 
tion. 
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+Determination carried out on three-day specimen of stool. 


Histological changes in liver tissue obtained by 
needle biopsy during the acute stage of this disease 
in a patient who was jaundiced, were first de- 
scribed by Kilham and Steigman’ in 1942. Loss of 
liver cells, a well-developed histiocytic reaction, 
and early proliferation of bile ducts were noted in 
the portal zones, Isolated foci of histiocytic re- 
action were seen in other parts of some of the 
lobules. Sinusoids showed an excess of cells: some 
were Kupffer cells and others resembled monocytes. 
In 1943 van Beek and Haex® performed a liver 
biopsy in a patient with infectious mononucleosis 
14 days after he felt ill. The liver cells were found 
to be interspersed with numerous monocytoid cells 
and some polymorphonuclear leukocytes, and the 
triangles of Kiernan were rich in‘ lymphocytes. 
There were mitotic figures in the monocytoid cells 
and hepatic cells. In 1945, Bang and Wanscher® 
described findings from biopsy in four patients with 
this disease who had jaundice. They observed mild 
degenerative parenchymal changes and a prominent 
infiltration of portal areas with round cells and 
leukocytes. Wadsworth and Keil!® obtained liver 
biopsies from nine patients within two months of 
the onset of symptoms of infectious mononucleosis. 
Three had hyperbilirubinemia. The changes were 
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Fig. 1.—Patient R.M. Laboratory determinations between April 3, 


31, 1958. 


more marked in specimens obtained ten days after 
the onset of symptoms. There were varying degrees 
of portal and periportal infiltration by lymphocytes, 
epithelioid cells and some neutrophils and eosino- 
phils. In some cases the small bile ducts were 
increased and there was slight fibroblastic prolifera- 
tion in the portal areas. Varying degrees of acido- 
philic degeneration of parenchymal cells were 
present and occasional small foci of epithelioid 
cells appeared to be replacing liver cells. In some 
cases the Kupffer cells were much increased in size 
and number. Other findings included multinucleated 
hepatic cells and mitotic activity. In 1957, Sullivan 
et al.’ described inflammatory-cell infiltration, both 
portal and intralobular, in several patients who had 
liver biopsies during the acute phase of the disease. 
The portal infiltration, predominantly lymphocytic 
and monocytic with a few plasma cells, eosinophils 
and. neutrophils, sometimes extended for short 
distances into liver lobules. The intralobular in- 
filtrate was both focal and diffuse. The focal 


infiltrates had no constant or zonal distribution 
and the diffuse and sinusoidal infiltration varied 
in intensity. Variation in nuclear size was of minor 





1957, and August 





A ‘ 
see B®. . 


Fig. 2.—Patient R.M. Liver biopsy showing infiltration o 


cells and _ occasional 
hematoxylin and 


mononuclear 
section (6 4); 


a portal area with 
eosinophils. 


eosin; x 40 


Paraffin 


degree and hepatocellular changes were essentially 
absent in the great majority of cases. 

In one of the patients described by Bertrand,1? 
liver biopsy was repeated five months after the 
onset of illness. The periportal] infiltration had dis- 
appeared, but a number of intralobular mono- 
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nuclear cell aggregations and distinct Kupffer cell 
hyperplasia persisted. Mitotic activity seen in a 
biopsy specimen taken early in the disease was no 
longer apparent. Histological findings in liver 
tissue obtained from two patients four months or 
more after the onset of symptoms of infectious 
mononucleosis have also been described by Wads- 
worth and Keil.?° In the specimen obtained from 
one of them who still had symptoms but excreted 
sulfobromophthalein normally four months after 
he became ill, there was slight periportal inflam- 
mation, very slight periportal fibroblastic prolifera- 
tion, not seen in an earlier biopsy, and some in- 
crease in the number of bile ducts. Biopsies were 
obtained from the other patient at four and again 
at about seven and a half months after the onset 
of symptoms, On both occasions, the serum bili- 
rubin level was slightly increased. The first 
specimen showed minimal periportal infiltration 
and Kupffer cell activity, degeneration of a few 
scattered liver cells, and a moderate number of 
binucleate cells. In the second specimen there was 
more Kupffer cell activity and scattered small 
focal areas of necrosis, moderate variation in size 
and staining of nuclei, occasional mitotic figures, 
and very slight periportal scarring. In 1950, Leibo- 
witz and Brody" reported the development of 
hepatic cirrhosis during a period of three years in 
a 24-year-old man who had had infectious mono- 
nucleosis. The histological findings in a liver biopsy 
were: increase in fibrous tissue, disorganization 
of architecture with pseudo-lobule formation, and 
dense periportal lymphocytic infiltration. 


In patient R.M., jaundice was an early and 
prominent manifestation of infectious mononucleo- 
sis. The liver was still slightly enlarged 14 months 
after the onset of his illness. The spleen was still 
palpable 17 months later, but the liver was normal 
in size. The serum bilirubin level was 2.2 mg. % 
at 15 months and 1.6 mg. % about 17 months after 
jaundice was first observed. Other values from 
hepatic function tests performed returned to 
normal within a few months. There was nothing to 
suggest a hemolytic process. Histological study of 
liver tissue obtained by needle biopsy 14 months 
after the onset of jaundice found only minor 
changes of infiltration of portal areas with mono- 
nuclear cells and a few eosinophils, and a few 
small focal parenchymal infiltrations of mono- 
nuclear cells. It is anticipated that this mild hepa- 
titis, which has persisted for more than a year 
after the onset of infectious mononucleosis, will 
subside without permanent changes. 


SUMMARY 


A report is presented of a 21-year-old man who 
developed infectious mononucleosis with prominent 
hepatic involvement. There was slight liver enlarge- 
ment about 14 months after the onset of* his illness. 
The spleen was still palpable and the serum bilirubin 
level slightly elevated about 17 months later. A liver 
biopsy taken 14 months after he became ill showed 
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mononuclear cell infiltration of portal areas and a 
few small focal collections of mononuclear cells in 
the parenchyma. This patient illustrates the occurrence 
of mild prolonged hepatitis due to infectious mono- . 
nucleosis. 
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SEBACEOUS CARCINOMA 
OF THE FOREARM 


T. N. TWEDDELL, M.D., C.M., F.A.CS., 
F.I.C.S., Kingston, Ont. 


ADENOMATA are histoid tumours of deeply placed 
epithelium, and form rounded or lobulated, more 
or less solid, swellings which are encapsulated 
and definitely marked off from adjacent tissues. 
They reproduce faithfully the picture of the parent 
epithelium. On the other hand, malignant epithelial 
tumours consist of masses of epithelial cells ar- 
ranged in disorderly fashion and showing varying 
degrees of differentiation which is however in- 
complete. 


Adenomata of the skin may arise from the sweat 
glands or from sebaceous glands, usually of the 
nose, cheek or forehead. They are rare. Malignant 
change in such a benign tumour is very rare and, 
since it is an epithelial structure, produces a 
(sebaceous) carcinoma most often resembling a 
basal or squamous cell carcinoma. As such, it is 
generally considered to be of slow growth, locally 
invasive and very responsive, with a good prog- 
nosis, to adequate local surgical excision and/or 
irradiation; remembering of course that the 
squamous cell type particularly is capable of 
regional or distant metastases. 


G.E.C., aged 41, was first examined in August 1954, 
for a lump on the postero-medial aspect of the upper 
third of his left forearm. It had been present for 
many months and had become increasingly tender 
but no larger in size. It was an ovoid mass of about 
3 cm. in diameter; exquisitely tender to touch; firm; 
slightly movable, and did not appear to be fixed to 
the deep structures or overlying skin. Neighbouring 
and remote glands were not enlarged and general 
physical examination was essentially negative. Under 
general anzsthesia, the mass was excised and shelled 
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out quite easily; grossly, it had the appearance of 
adenomatous tissue, 


Microscopical examination was reported: “Sections 
of the mass from the left forearm show oval and round 
gland acini separated from one another by loose 
fibrous tissue. The cells of the glands are large and 
the cytoplasm is pale basophilic in nature. Other glands 
show cells which are large and have colourless cyto- 
plasm. In some sections there are patchy areas of 
calcification. The tumour is thought to be sebaceous 
adenoma. There is no evidence of malignancy.” 


No further trouble was experienced by the patient 
until December 1958, when a painful lump reappeared 
at the site of the original, with a clinical picture about 
the same as the first mass. Again the mass was easily 
removed but this time the report of microscopical 
examination was: “The sections show what appears 
to be a circumscribed epithelial tumour characterized 
by tubular and glandular formations as well as solid 
masses of cells. The tumour cells show nuclear vari- 
ation and moderately frequent mitoses. The cyto- 
plasm varies from deeply eosinophilic and homogene- 
ous in some cells to pale, fine or coarsely vacuolated 
material; in others within the solid masses the nuclei 
tend to occupy a basal position and this polarity is 
variable. The stroma is scanty and consists of cellular 
connective tissue in which a few densely hyalinized 
zones are seen. Fat stain shows fat droplets which 
appear in tumour cells and others outside. Many 
tumour cells contain no stainable fat. PAS and mucin 
stains are negative, This would appear to be a sebace- 
ous carcinoma and although this is a sharply circum- 
scribed lesion, neoplastic elements are found at its 
extreme periphery indicating a likelihood of recur- 
rence. 


As a result of these findings, the case was referred 
to the local cancer clinic for continued observation 
and possible radiation therapy. However, it was con- 
sidered that the latter therapy was not indicated 
unless signs of reactivity in the lesion developed. 


Nothing untoward occurred until mid-April, when 
the patient developed a sudden severe pain in the 
region of his left elbow while performing a very light 
job at work. Radiography revealed an oblique fracture 
of the proximal shaft of the ulna three inches distal 
to the elbow joint. In this area an osteolytic zone 
appeared extending for about one inch on either side 
of the undisplaced bone fragments. A smal] amount 
of periosteal reaction was evident; the picture was 
felt to represent destructive malignant involvement 
of bone or perhaps a solitary cyst of the ulna. 

In either case, the fracture was obviously patho- 
logica] in character. The patient was treated expect- 
antly: a plaster-of-Paris cast was applied from axilla to 
palm with the elbow at right angle and the forearm 
in the mid-position. 

One month later, the cast was removed and radio- 
graphy showed the fracture to be in good position 
with heavy callous formation present. The cast was 
reapplied and a month later was again removed. The 
radiograph at this time revealed a shocking picture 
of almost complete destruction of the upper ,third 
of the ulna. A chest radiograph and skeletal survey 
gave no evidence of distant spread of the tumour. 
After thorough consideration and consultation, it was 
decided that immediate amputation of the affected 
limb was the only acceptable procedure, Accordingly, 
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amputation was done through the arm about two 
inches above the humeral condyles using equal anterior 
and posterior skin flaps. The stump healed without 
incident and is, at the time of writing, almost ready 
to be fitted with an artificial limb. 


The pathological report of the forearm stated that 
the upper third of the ulna was replaced by firm 
tumour tissue with extension around, but no involve- 
ment of, the radius in this region. There was no ex- 
tension into the elbow joint. Sections of the tumour 
showed it to be an anaplastic sebaceous carcinoma, 
composed of closely packed undifferentiated cells which 
had numerous mitotic figures; in a few areas differ- 


_, entiation into sebaceous cells was present. 


SUMMARY 


A case of sebaceous adenoma of the left forearm 
is described which underwent malignant change to 
a sebaceous carcinoma, with rapid and extensive local 
spread resulting in pathological fracture of the ulna, 
and culminating in amputation of the affected limb. 


Sebaceous adenoma, while uncommon, can occur 
and is capable of undergoing malignant change to a 
sebaceous carcinoma. Although this type of carcinoma 
is usually considered to be of very slow growth and 
only mildly invasive locally, this case illustrates that 
such a tumour may be very malignant and rapidly 
destructive, It might therefore be considered advisable 
to administer radiation therapy to the lesion as a 
prophylactic measure once the diagnosis has been 
definitely decided, even when surgical excision appears 
to have been extensive and adequate. 


I am indebted to Dr. R. C. Burr, Director of the 
Kingston Cancer Clinic, and to Dr. J. W. Hazlett, an 
orthopzedic surgeon, of Kingston, Ontario, for their valuable 
advice in this case. 
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CYCLOSERINE-ISONIAZID IN 
AMBULATORY TREATMENT. OF ACTIVE 
TUBERCULOSIS AFTER FAILURE 

OF CHEMOTHERAPY 


Fifty-six patients selected from the chest clinics of a 
large U.S. city department of health were administered 
500 mg. of cycloserine daily in two divided doses, and 
300 mg. of isoniazid daily, beginning in May 1957. For 
most patients, the dosage of cycloserine was increased to 
750 mg. after six to eight months. The results were 
evaluated at the end of one year. Significant toxic reactions 
were observed in four patients. Eleven of 52 patients 
(21%) who completed at least six months of cycloserine- 
isoniazid treatment showed reversal of infectiousness; 23%, 
roentgenographic improvement. One or more clinical ae. 
toms improved in over one-half of the patients. Eleven 
patients (21%) deteriorated either roentgenographically 
= “ge Leites, Am. Rev. Respiratory Dis., 80: 
89, 1959. 
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Special article 


CONTRIBUTION OF THE MENTAL 
DEFICIENCY INSTITUTION TO THE 
TRAINING OF MEDICAL STUDENTS 


ROBERT GIBSON, M.D., Ch.B., D.P.M.,* 
Portage la Prairie, Man. 


For SOME years now the Manitoba School has been 
developing the teaching of mental deficiency to 
medical students. The origin of the program is 
traceable to the lively interest shown by the de- 
partments of psychiatry and pediatrics at the Uni- 
versity of Manitoba. It was already appreciated 
that an institution of this type could make a useful 
contribution to clinical teaching, but so far its 
resources had scarcely been tapped. The reason 
was not far to seek, since a journey of over 50 
miles each way made considerable inroads into 
the time available for such a project. When there- 
fore the first call for service was made it was 
scarcely surprising that it should consist of three 
lectures delivered at the medical school in Win- 
nipeg. These were given to fourth-year students 
under the egis of the department of psychiatry. 
As a trial run it could do little more than supply 
a very general introduction to the nature and 
problems of mental deficiency. Its scope was 
limited, and most of all it lacked the demonstration 
of actual cases. But the ice had been broken. The 
time was at hand for more adequate instruction, 
and the advantage of having it within the insti- 
tution had become apparent, despite the fact that 
the latter dealt only with certified mental defec- 
tives. 

The full significance of this qualification grows 
clearer on encompassing the wider field. Thus the 
number of people in the community with an intel- 
ligence quotient under 70, the intellectual retard- 
ates, is commonly estimated at 30 per thousand. 
The number of mental defectives, however, is 
appreciably less, because only a minority of re- 
tardates manifest additional social incompetence 
warranting their certification as defectives. To this 
number must be added a small proportion with 
intelligence quotient above the retarded level but 
with gross social incompetence. It is generally 
- believed that mental defectives from whatever 
source make up about ten per thousand of the 
population. Obviously nothing like this number 
is certified and committed to institutions, since 
certification depends on the demonstrated need 
for care and control, and, more expediently, on 
the ability of the community to supply the re- 
quisite institutional accommodation. In practice 
not more than two per thousand are actually certi- 
fied and committed to institutions. . 

Although the institution catered for a segment 
only, it was felt that with its school department, 
occupational training and other areas, it was cap- 
able of reflecting many facets of the. broader field. 


*Clinical director, The Manitoba School, Portage la Prairie, 
Manitoba. 
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Moreover, it had the advantage of being able to 
put forward a rich variety of clinical material, some 
of which might not readily be available elsewhere. 
Then, too, the future physician was likely to be 
more intimately concerned with certifiable mental 
deficiency, since ke might well be called upon to 
certify under the Mental Deficiency Acts. From 
such considerations it appeared reasonable that a 
course could be planned comprehensive enough 
to serve as a general introduction to the subject. 


Instruction within the institution consequently 
began late in 1955, one complete day each month 
of the academic year being devoted to this purpose. 
Groups of students, ten in number, came out to 
spend the day as part of their clinical clerkship. 
Considering the amount of work to be covered the 
time was not lavish, but with judicial use of it and 
the provision of ‘complete copies of all lectures, 
a good deal was possible. The first course more 
or less set the pattern. It consisted of an introduc- 
tory lecture on basic topics, a brief outline of 
intelligence testing, a visit to the school depart- 
ment, and a demonstration of cases. In succeeding 
years the main change has been increasing staff 
participation in areas like occupational training 
and speech therapy. Currently the syllabus consists 
of six lecture-demonstrations: 


Basic principles ..........+: 9:30 - 11:30 a.m. 
Outline of intelligence testing 11:30-12:00 noon 
Occupational training ...... 1:00- 1:30 p.m. 
School activities ........... 1:30- 2:30 p.m. 
Clinical types I 2:30- 3:45 p.m. 
Clinical types iI 4:00- 5:00 p.m. 


eee ee eee eee 


NATURE OF MENTAL DEFECT 


The opening lecture-demonstration ranges briefly 
from the nature of mental defect to facilities for 
defectives. In discussion of the nature of mental 
defect, the following points are made. 


Any definition of mental defect is likely to in- 
clude intellectual retardation and social incom- 
petence amongst its cardinal features, although an 
apparent exception is provided by a small number 
certified as moral defectives, whose intelligence is 
above the retarded level. But here, nevertheless, 
gross lack of common sense is taken to denote 
profound failure to employ that intelligence, and 
to signify the presence of “some permanent mental 
defect”. The bulk of defectives, however, are certi- 
fied as moron, imbecile or idiot, and a demon- 
stration of these grades comprises an introduction 
to actual clinical material. The degree of defect 
is of course based on fundamental intellectual and 
social criteria. Even if official definitions stress 
only one criterion, both are generally adopted in 
practice. Particularly useful at this stage is pres- 
entation of the moron grade with its frequently 
striking contrast between appearance and speech 
on the one hand and social and intellectual record 
on the other. It serves to convey from the beginning 
some indication of the magnitude of the problem. 
Its extent becomes clearer still on investigation of 
the wide range of causal conditions, including at 
least a hundred separate entities. Present con- 
centration is on metabolic errors like phenylketon- 
uria and idiopathic infantile hypercalcemia, where 
early reduction or removal of offending elements 
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in the diet offers hope of preventing the onset of 
intellectual deterioration. Embryological studies 
are also demonstrating more and more the im- 
portance and specificity of noxious agents acting 
on the fetus at various stages of development. 

Mental defectives have certain characteristics 
in common, quite apart from, specific peculiarities 
distinguishing individual types. Their subnormality 
is recognizable in the intellectual, temperamental 
and social spheres. 


Intellectual subnormality can be studied under 
such headings as perception, memory, learning 
capacity, concept formation, reasoning, judgment 
and foresight. Diminished perception, for example, 
varies from impairment of vision for the finer dis- 
tinctions of size, form and colour to the lessened 
pain appreciation of lower-grade cases. Although 
memory is generally weak, it is occasionally 
relatively preserved, a fact which sometimes leads 
relatives to take too bright a view of an affected 
child’s prospects. Subnormal memory and impaired 
attention are in turn reflected in reduced learning 
capacity, Discrimination of concepts is not fully 
developed; even in the higher-grade patients there 
is commonly inability to appreciate other than 
superficial resemblances, The processes of consecu- 
tive thought, abstraction and comparison of essen- 
tials included in reasoning are likewise primitive. 
Instead of an orderly selection of ideas there is 
a tendency to ramble from one subject to another. 
Ideas, moreover, are limited and find expression 
in impoverished vocabulary and _ rudimentary 
sentence structure. Judgment too is poor and is 
associated with a marked reduction in foresight. 


The emphasis laid on faulty intellectual develop- 
ment frequently tends to obscure the significance 
of temperamental factors, Yet temperamental ab- 
normality not only contributes considerably to the 
over-all picture, it is often the decisive factor which 
determines certification. Amongst the qualities 
subject to variation are feeling, adaptability, sug- 
gestibility, initiative, persistence and moral senti- 
ments. Feeling, for instance, is diminished, and if 
roused at all is likely to be of short duration. Thus 
sorrow is typically of slight intensity and anger 
limited to a brief outburst. Poor adaptability is ap- 
parent in the lessened capacity to stand up to sud- 
den changes of routine. Suggestibility on the other 
hand is increased. Initiative and persistence usually 
show considerable impairment, and defectives are 
prone to drift from one task to another, although 
some derive considerable satisfaction from per- 
formance of simple repetitive tasks and under 
these circumstances may be capable of fair per- 
sistence. The development of mora] sentiments is 
also arrested, Defectives can often be taught not 
to commit certain acts, but generalizing about right 
and wrong is likely to be beyond them. 

Then there is the matter of social incompetence. 
This is really a dual concept. Failure to conform 
to social standards occurs in retarded social 
development as well as in actual antisocial conduct. 
With defectives of lower intellectual level, re- 
tarded social development is generally more im- 
portant, It is apparent in their delay, or more often 
failure, in attaining that progressive capacity to 
look after themselves which is characteristic of 
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normal progress. It can be seen in such fields as 
self-help, communication and occupation. Some 
never develop sufficient self-help to sit up un- 
supported, others fail to establish even the most 
rudimentary speech, and yet others never get 
beyond the simplest routine tasks. Antisocial con- 
duct is apt to play a more important role in 
morons. To this end, defects of intelligence and 
temperament each contribute, but with increasing 
age, temperamental defects assume greater signi- 
ficance. In ones so affected it becomes obvious that 
there has been some arrest in the development of 
moral sentiments, personal responsibility and self- 


.. control, When to this are added weakness of will 


and gullibility it is a short step to conduct which 
is frankly antisocial. 

Since mental defect is characterized by both 
intellectual retardation and social incompetence, 
it has to be distinguished from conditions where 
only one of these factors is present. It is pointed 
out that such differentiation involves consideration 
of conditions marked by intellectual inadequacy 
alone, by specific defects which may simulate in- 
tellectual inadequacy, and by conditions stamped 
by social incompetence alone. Whenever possible, 
actual cases are employed as illustrations. Thus in 
specific defects of the visual, auditory and speech 
functions there are as a rule children available 
with multiple anomalies, combining, for example, 
congenital deafness or expressive aphasia with 
mental defect; such instances have proved in- 
valuable in outlining this small but important 
group. Similarly, where the outstanding feature 
is social incompetence, most institutions can supply 
cases with marked autistic or schizophrenic 
features. 


FACILITIES FOR DEFECTIVES 


The facilities available to defectives vary with 
local conditions, but the basic trends remain the 
same whether they concern community or institu- 
tional care. Within the community, defective 
children graded as morons may attend special 
classes and schools along with those who are 
merely intellectually retarded. Those graded as 
imbecile are still trainable and eligible for ad- 
mission to appropriate schools or centres. Defective 
adults within the community include ex-pupils of 
special schools and training centres, former in- 
stitutional patients, and defectives who have had 
no special education or training. en employ- 
able, some are able to do ordinary unskilled work 
with only a minimum of supervision, while others 
do best in sheltered workshops providing 
specialized job-training suited to local conditions 
and to the trainee’s capacity. Recreational facilities, 
which may or may not be present, include special 
clubs, recreational centres and holiday homes. 
Where official guardianship exists, there may be 
additional legal and financial safeguards for defec- 
tives remaining in the community. For defective 
children and adults who for one reason or another 
are removed from the community, a variety of 
institutional facilities is available. These comprise, 
for example, provisions for low-grade cases whose 
principal need is custodial and nursing care, higher- 
grade cases able to derive benefit from education 
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and training, and yet other higher-grade patients 
whose grosser social incompetence has resulted in 
frequent clashes with society, and who therefore 
need a more prolonged period of time for socializ- 
ing and training. Later in the day the student is 
enabled to see for himself some of these facilities. 


INTELLIGENCE TESTING 


The section dealing with intelligence testing 
touches on test material in common use. The im- 
portance of intelligence testing is self-evident, but 
it is not always appreciated that alterations in 
intelligence quotient sometimes occur, Apart from 
errors of measurement, some shift in I.Q. may 
result from disease, emotional factors or even en- 
vironmental change. The alteration is most notice- 
able in degenerative diseases of the nervous system, 
and here it may be of considerable extent. As a rule 
the variation is much less extensive where 
emotional disturbances and unstimulating environ- 
ment are concerned, but it may assume some im- 
portance in borderline cases. 


TRAINING 


Occupational training naturally has an im- 
portant place in any establishment catering for 
high-grade defectives, and such training would 
not be complete without inculcating a satisfactory 
level of personal and social relations. Training in 
personal adequacy takes in knowledge of the com- 
munity in aspects like communication, transport, 
earnings and recreation, as well as personal hygiene 
and the exigencies of working relationship. Social 
adequacy is encouraged by participation in church, 
club and group activities generally. Other essential 
adjustments to vocational training are occupational 
information and vocational guidance. The scope of 
this department is more fully realized after a 
tour of the workshops and on inspection of methods 
and activities. 


The subsequent hour spent in the school depart- 
ment includes a demonstration of sensory training 
at different levels. Rhythmic games and perception 
of common objects lead up to colour distinctions 
and the more difficult form discriminations. Speech 
therapy is another feature, The prevalence of 
speech defect amongst mental defectives is well 
known, and the seriousness of this additional 
obstacle to communication in a child already 
handicapped by intellectual deficit can scarcely be 
overemphasized. 


The remainder of the afternoon is devoted to 
individual clinical conditions. Common types like 
familial or subcultural defect, mongolism, minimal 
brain injury and cerebral palsy are never lacking. 
Generally available skeletal anomalies include 
hydrocephaly, microcephaly, different forms of 
craniostenosis and various types of dwarfism. Dis- 
eases with cutaneous manifestations take in 


epiloia, neurofibromatosis and Sturge-Weber syn- 
drome, while neurological conditions other than 
cerebral palsy are likely to include several dys- 
trophies. Phenylketonuria represents andther type 
of syndrome in which the current metabolic ap: 
proach is probably best exemplified. Patients are 
demonstrated individually or in series. In mongol- 
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ism, for instance, a series arranged according to 
age probably helps to convey a broader impression. 

The number of separate entities which can be 
demonstrated in an afternoon is definitely limited. 
Even so, these clinical periods afford a suitable 
opportunity to draw attention to the wealth of 
conditions associated with mental defect, and to 
the increasing expansion of biochemical and other 
forms of research in this field. 


SUMMARY 


For several years the Manitoba School has served 
as centre for the clinical teaching of mental deficiency 
to various groups including medical students. In- 
struction for the latter is provided by the institution 
staff as part of the general course in psychiatry at 
the University of Manitoba. Although the institution 
deals only with certified mental defectives and thus 
with a fraction of the total number of retardates, it 
possesses in its school department, occupational train- 
ing and other areas, the same basic facilities, and in 
addition it has at its disposal a rich variety of clinical 
material. One complete day each month of the 
academic year is devoted to teaching, when groups of 
about ten students spend the day at the institution as 
part of their clinical clerkship in psychiatry. The 
current syllabus consists of four lecture-demonstrations 
on basic principles, outline of intelligence testing, 
occupational] training, school activities, and two lecture- 
demonstrations on clinical types. The demonstrations 
on basic principles are essentially a brief survey of 
such topics as the nature of mental deficiency, grades, 
incidence, etiology, general characteristics and dif- 
ferential diagnosis. The outline of intelligence testing 
sketches elementary concepts and demonstrates test 
material in common use. The aims of occupational 
training are put forward and the need is stressed to 
develop a satisfactory level of personal and _ social 
relations. This session takes in a tour of the workshop 
and a demonstration of training methods and activities 
in progress, School activities include a demonstration 
of sensory training and a talk by the speech therapist 
on the additional handicap of speech defect. The 
remaining two lecture-demonstrations are primarily 
concerned with medical aspects and illustrate the wide 
range of conditions associated with mental defect. 





CARDIOVASCULAR EFFECTS OF 
PHENYL-2-BUTYL-NORSUPRIFEN 
HYDROCHLORIDE (ARLIDIN) 


The cardiovascular effects of phenyl-2-butyl-norsuprifen 
hydrochloride were studied by Caliva et al. (Am. J. M. Sc., 
238, 174, 1959), using a variety of different techniques. 
Cardiac output increased an average of 34% and _ peri- 
pheral resistance decreased 23% after parenteral ad- 
ministration. Blood flow rates to the skin were unaffected, 
although calf flow rates increased about 30%. No con- 
sistent effect of the drug on intermittent claudication was 
observed in a treadmill study. No untoward side effects 
were observed and the effects on heart rate and blood 
pressure were minimal. 
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THe New ERA IN THERAPY 


Some physicians labour under the erroneous 
belief that medical therapy may be divided his- 
torically into two eras. The first, which runs roughly 
until the discovery of the sulfonamides some 25 
years ago, was an era of irrational prescribing of 
drugs hallowed by tradition but mostly completely 
ineffective, and might possibly be labelled the A.S. 
or ante-sulfonamide era. The new age of enlighten- 
ment ushered in by the pioneers of chemotherapy 
is an age governed by reason and free from human 
emotions and superstitions, and might be labelled 
the P.S. or post-sulfonamide era. This belief is 
fostered by the growing volume of scientific and 
pseudoscientific literature of all sorts on drug 
therapy. Who could fail to be impressed by the 
statistically attested trials of new and complicated 
organic compounds, carried out with mathematical 
precision on the single-blind, double-blind, and 
sometimes totally blind principle? 

Two distinguished lecturers at the recent meeting 
of the Royal College of Physicians and Surgeons 
of Canada pricked this bubble in no uncertain 
fashion. Or, rather, one pricked a small but annoy- 
ing bubble, and the other a very large bubble. 
The first, Dr. Rocke Robertson, in his lecture on 
venous thrombosis—a subject on which he is some- 
thing of an authority—ended by showing how 
difficult it was to assess the effects of any treat- 
ment in this condition. He demonstrated that it was 
almost impossible to establish even the incidence of 
this condition in any series, much less assess the 
comparative effects of different treatments exactly, 
in spite of the wealth of apparently rational 
treatments now available. 

But worse was to come. On the next day, Dr. 
K. J. R. Wightman gave the lecture in medicine on 
“The Rational Era of Therapeutics”, and if the 
course of an hour effectively demolished our vain 
beliefs that we now prescribe on the basis of logic 
rather than attitudes, tradition or superstition. If 
ever, said he, we were in danger of irrational and 
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irresponsible behaviour as therapists, it is now. 
He cited as a simple example of the present misuse 
of drugs the statement made-in the United States 
that only about 5% of the 400 tons of antibiotics 
used on the North American continent. last year 
was used correctly. The rest was used in non- 
infectious conditions and for the alleged prevention 
of various conditions and represented a totally un- 
justified expenditure of money. On the other hand, 
the rational use of antibiotics to prevent rheumatic 
fever was probably inadequate. 

Dr. Wightman analyzed the reasons for this poor 


_,therapeutic performance. The first was an honest 


difference of opinion among physicians. Many of 
the issues in therapy are by no means settled; for 
instance, it depends entirely which psychiatrist the 
patient consults whether he is given one of a series 
of tranquillizers, an old-fashioned barbiturate, or 
no drug at all. This does not necessarily mean that 
one faction is right and the other wrong; the issue 
simply has not been completely settled. Secondly, 
there is the age-old uncritical acceptance of ideas 
by physicians. It would be ridiculous to use this 
as a stick to beat the physician with; he suffers 
from the failings of the human race, and indeed 
in spite of occasional uncritical attitudes probably 
exhibits a much higher degree of common sense 
in the conduct of his life than the majority of his 
fellow men. 

Thirdly, there is the point that some treatment is 
given for the sole purpose of making the doctor 
feel more comfortable. The doctor may not be con- 
scious of this, but only a strong-minded man can 
face with equanimity the situation in which he can 
do nothing at all for the patient. Few surgeons find 
it easy to adhere to the doctrine of masterly in- 
activity. Now that the physician has attained to 
the surgeon’s position of having unlimited possi- 
bilities of tinkering with a situation, he must also 
find it difficult to pursue a policy of masterly in- 
activity, even though it can be scientifically shown 
to him that there are times when it is better to 
do nothing than to do the wrong thing. 

Lastly, there is the growing pressure from the 
public in matters of therapy. The old doctrine of 
vox populi, vox asinorum is unfortunately only too 
common. The unfortunate doctor has become a 
victim of the pseudoscientific application of a 
little knowledge by his patients. 

What is the remedy for this unfortunate state 
of affairs, in which the public faith in science is 
growing and that in the individual doctor is 
dwindling? It amounts, at the moment, almost to 
a tragedy. For, as Dr. Wightman so wisely pointed 
out, treatment by a committee of super-specialists 
is a poor substitute for the warm sympathy which 
the patient needs from his individual doctor. It 
would seem that there is only one way out of 
the impasse, and that is for more and more physi- 
cians to play a bigger and bigger part in educating 
the public in matters of health. To say this is of 
course. to lay oneself open to the charge of pro- 
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fessional arrogance. There is still a pathetic belief 
on this continent in the superiority of a committee 
of uninstructed persons over one man with special 
knowledge. But this charge must be brushed aside 
in the public interest, and the man who really 
knows how must also show how. Great newspapers 
of international stature like The Times of London 
never print medical nonsense, because they have 
long since learned to rely upon qualified physicians 
for expert guidance. It is a thousand pities that 
such co-operation is not available to all the mass 
media, so that as much publicity might be given, 
for example, to the dangers of over-prescription of 
antibiotics and tranquillizers as to the sensational 
and usually erroneous reports of medical “dis- 
coveries’, which vary directly in importance with 
the distance of the place of discovery from Canada. 





Editorial Comments 


A Bow.inc HaAzarp 


It seems that every form of sport indulged in 
by men has its specific crop of injuries. Even the 
over-enthusiastic craps shooter may dislocate a 
shoulder or the unscrupulous card player displace 
a disc as he stoops to pick an ace out of his shoes. 
A recent report by Hoon (J, A. M. A., 171: 2087, 
1959) describes a new type of injury occurring in 
the otherwise innocent pastime of bowling. 

A large obese bowler hurled a ball with particu- 
lar ferocity and stopped dead at the foul line, 
whereupon he was seized with overwhelming pain 
and became somewhat shocked. A swelling in the 
inguinal region and the scrotum was diagnosed 
as a probable incarcerated hernia, and surgery 
was undertaken for this. However, it was shown 
that his injury was due to disruption of the right 
adductor longus tendon from the front of the 
fog from which a splinter had been torn. This 

ad led to extensive bleeding in the vessels to the 
_ testis, which unfortunately had to be removed. 
The defect in the floor of the inguinal canal was 
— and the adductor tendon reinserted in the 
one. 

In two other cases a bowler either came to a 
sudden stop at the foul line or slipped on a wet 
patch and experienced what was obviously an 
adductor injury with sudden whip-like pain in 
the thigh followed by discomfort for some days. 
The author points out the difference in treatment 
of disruption of an adductor tendon and actual 
strain. In disruption, very careful early reconstruc- 
tion by surgery is required together with prolonged 
convalescence and avoidance of adduction, abduc- 
tion and weight bearing on the involved leg. Strain, 
on the other hand, requires early mobilization to 
avoid limiting fibrosis. 

It is also suggested that these injuries to middle- 
aged bowlers not in the best of condition could 
be avoided by proper conditioning and nolan 
Many will no doubt feel that it is too much trouble 
to devote to this comparatively humble pastime 
the preparation required for a major athletic feat. 
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ConTROL OF DietTaRY FAT, ATHEROSCLEROSIS AND 
DIABETES 


In the latest symposium on the significance of 
lowered cholesterol levels Ahrens et al.1 (New - 
York) support dietary restrictions for patients with 
manifestations or ‘complications of atherosclerosis. 
Substitution of dietary fats rich in polyunsaturated 
fatty acids for those rich in saturated acids will 
lower cholesterol levels in almost every person, but 
little benefit is obtained by merely adding a supple- 
ment of the unsaturated fat to an otherwise un- 
changed diet, and there is no evidence to support 
the contention that human atherosclerosis is a 
manifestation of essential fatty acid deficiency. At 
least 75% of the calories derived from fat must be 
from polyunsaturated fats, and total fat must con- 
tribute 40% or more of the total caloric intake of 
the daily diet. Patients with angina pectoris, per- 
ipheral vascular disease, coronary occlusion past 
or present, cerebral vascular accident, a strong fam- 
ily history of such illnesses as hypercholesterolzemia 
and/or xanthomatosis, diabetes or myxcedema, 
should follow a regimen designed to lower serum 
lipid levels. 

The following is recommended by Ahrens: (1) 
Strict avoidance of all meats, eggs and dairy prod- 
ucts except as rare treats; (2) minimal intake of 
partially hydrogenated fats, such as in spreads and 
mayonnaise, regardless of the source of the fat 
which is hydrogenated; (3) substitution of fish or 
sea food for meat, with occasional use of fowl and 
generous intake of egg white, skimmed milk and 
gelatin to ensure an adequate protein intake; (4) 
ingestion with each meal of at least one ounce of 
polyunsaturated fat, such as corn oil, three times a 
day. A reduced intake of carbohydrates will pre- 
vent weight gain. 

Dock? (Brooklyn, New York) agrees that the 
falling levels of coceneeel can be regarded as evi- 
dence of a successful prophylactic regimen. Whilst 
this can be obtairied by vegetarian diets, much 
lower levels can be achieved, according to him, by 
using large doses of nicotinic acid with a regulated 
diet. In refractory subjects heparin is used and large 
doses of thyroid extract may be effective and well 
tolerated in euthyroid patients. 

Hartroft? (St. Louis) comments on the recent 
revival of Rokitansky’s theory of the thrombogenic 
cause of atheroma and states that even in this 
hypothesis elevated serum cholesterol is of impor- 
tance. In spite of the present evidence aniind 
the association between cholesterol and athero- 
genesis, Hartroft considers it quite possible that, 
when all the facts are finally uncovered, some other 
substance or substances in the plasma may be 
found to have a more direct bearing on the prob- 
lem of atheroma. 

Kinsell* (Oakland, Cal.) describes his diets used 
to reduce cholesterol levels. A proper balance is 
achieved between polyunsaturated fats and satur- 
ated fats by ‘nabindlines some 60% of linoleic acid 
in the total fat ration. Thus a 2000-calorie diet 
contains approximately 80 g. of protein, 170 to 200 
g. of carbohydrate and 100 to 115 g. of fat includ- 
ing some 58 g. of linoleic acid. Group 1 diet con- 
tains no animal fat, and protein is supplied by non- 
fat milk, nuts, cereals and vegetables. Group 2 diet 
includes fish, fowl and liver and the non-fat milk 
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protein is reduced, whilst in Group 3 four ounces 
of lean beef, veal, lamb, lean ham or eggs is added, 
with a further reduction of non-fat milk protein. 
Patients with advanced atherosclerosis are put on 
Group 1 diet until plasma lipid levels have been 
reduced. For the next few months they are kept on 
Group 2 diet and may then go on to Group 3, and 
eventually to a somewhat more liberal diet pro- 
vided plasma lipid levels continue low. If plasma 
lipids are not decreased on Group 1 diet, then the 
patients are given “safflower-milk”. If this is not 
sufficient, nicotinic acid and beta-sitosterol in very 
large quantities are added. Kinsell expresses his 
belief that the American diet is very much in need 
of a revision in the light of present knowledge of 
dietary fats. 


Merrill> (Nashville) points to the difficulty in 
evaluating the results of epidemiological studies 
regarding the relation of blood lipids and diet to 
atherosclerosis. Generally, these studies support the 
view that the serum cholesterol level and nature of 
dietary fat have a bearing on the incidence of 
ischemic heart disease. On the other hand, it is 
known that the incidence of ischzmic heart disease 
began to rise in Britain in 1943, when rationing 
was still very strict, and that a drop in the death 
rate from circulatory disease in Norway during 
World War II was associated not only with de- 
creased fat consumption but also with a diminished 
consumption of proteins. (And what happened to 
the “well-estabished” relationship between the 
lowered protein intake in Germany during World 
War I and the sharp fall in toxeemia of pregnancy 
during those years? ) 

Some vital questions with regard to the effect of 
lowered cholesterol levels on the atherosclerotic 
process remain unanswered at present. Merrill 
recommends that patients with increased serum- 
cholesterol be treated by restriction of calories in 
order to achieve an optimum weight, and by exer- 
cise within the limit of their tolerance. Three to six 
grams of nicotinic acid per day is added if the 
serum cholesterol has not been sufficiently lowered 
by the above means. Céstrogens and _ lecithin, 
though effective in this respect, cause undesirable 
side effects. Special diets and drugs should be left 
to the investigators. So much for the symposium. 

Kinsell et al.* applied their diets to diabetics and 
present the results of their preliminary studies in 
a further paper. In two patients on their diet the 
fall of plasma lipids was accompanied by apparent 
improvement of retinopathy and lowering of blood 
sugar level. Although their Group I and II diets 
are not very acceptable, these are used only in 
the presence of vascular disease. In diabetics with- 
out evidence of vascular disease, they describe a 
routine diet which also contains 2000 calories. They 
hope that this routine diet will have prophylactic 
value. Even though it is by no means certain that 
lowering of plasma lipids will prevent degenerative 
vascular disease, this approach is welcome. It is 
problematical, however, to what extent such diets 
could be introduced in physicians’ offices and: clin- 
ics. The problem of acceptance of a diet is not onl 
one of taste but also of detail. Those dealing wit 
diabetics find it difficult enough to ensure observ- 
ance of the relatively simple rules of dietetic con- 
trol of hyperglycemia. How are they going to 
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enforce the additional control of dietary fat-intake? 

One final reflection is warranted: even if the bene- 

fits of lowered cholesterol level on human blood 

vessels should be realized, what new disorders may 

r promoted by this, to us, not altogether “natural” 
iet: 

The report by Oaks, Lisan and Moyer,’ of Phila- 
delphia, that they were able to lower serum chol- 
esterol concentration by the use of Mer-29, a drug 
which inhibits cholesterol synthesis, is of interest. 
Although the specific mechanism of Mer-29 is not 
known, it has been demonstrated to inhibit choles- 
terol synthesis by some 85% in the liver of rats, 
as compared to the control group. Thirty-six sub- 


“jects treated with this compound during a four-week 


period showed a significant decrease of serum 
cholesterol and there was no evidence of any ten- 
dency for it to return to the control levels. The 
drug was well tolerated and was relatively free 
from toxic side effects. Although it is known that 
many methods in current use produce a temporary 
decrease of serum cholesterol levels, only to have 
them return to the original levels after five, six or 
more months, this drug warrants further investiga- 


tion. W. GrosINn 
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TREATMENT OF Cor PULMONALE 


According to Kellaway, 10% to 25% of patients 
admitted to hospitals in Britain with congestive 
heart failure have chronic lung disease as the 
primary cause (Lancet, 2: 768, 1959). He reviewed 
334 consecutive patients admitted with congestive 
heart failure to Edinburgh hospitals and found a 
history of chronic lung disease in 25%, and in 15% 
heart failure was due entirely to this condition. 
In this latter group of pulmonary heart disease 
uncomplicated by any other cardiac condition, 
there were 44 patients with acute cardiac failure. 
In this group of 44 patients, the mortality was 41%, 
and it did not seem to be affected in any way by 
treatment with digitalis and diuretics or a combin- 
ation of both, The electrocardiographic (E.C.G.) 
findings appeared to have a relationship to the 
prognosis inasmuch as, of the 19 patients who 
showed evidence of right ventricular strain in the 
tracings, 14 died. Of the other patients who did 
not show this E.C.G. pattern, only four failed to 
survive. Kellaway describes his method of treat- 
ment, which consists mainly of maintaining patients 
for at least three days in an oxygen tent and giving 
them regular injections of respiratory stimulants. 
Antibiotics were given even before the results of 
sputum culture became available, but adjustments 
were afterwards made accordingly. 

It is very important that carbon dioxide narcosis 
be prevented, and Kellaway points to the possibly 
lethal effects of administration of 5% carbon di- 
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oxide as recommended in the past for treatment 
of respiratory centre insensitivity. 

The importance of this report lies perhaps mainly 
in the finding that it is possible to carry on active 
oxygen therapy continuously for two’ to three days 
in spite of the presence of carbon dioxide narcosis 
when using frequent injections of respiratory 
stimulants such as nikethamide. 

In cases where oliguria and even anuria persist 
for five to 15 days after admission, it may be 
necessary to continue oxygen therapy at least until 
diuresis has begun. 

We would like to subscribe to the optimistic 
attitude of Kellaway and his energetic treatment 
of these “respiratory cripples”, He states that 
follow-up of the patients with cedema in his series 
revealed that half the 18 patients survived, and of 
them four have returned to their original occupa- 
tion for as long as two years after being completely 
incapacitated. Only two of the remaining five 
patients are severely hampered by respiratory in- 
sufficiency. It is always good to learn of an opti- 
mistic approach to treatment of such a discourag- 
ing condition as chronic respiratory insufficiency. 

W. 





ToTAaL GASTRECTOMY IN CARCINOMA OF THE 
STOMACH 


Surgeons, in fact doctors generally, view the treat- 
ment of cancer of the stomach with pessimism. 
Occasional successes are overshadowed by fre- 
quent failures. Radical operations have been fol- 
lowed by recurrences in most cases and by a high 
incidence of “gastric cripples” in the survivors. It 
is, therefore, encouraging to read ‘of some real 
success from a team in Copenhagen who again ad- 
vocate total gastrectomy for cure and for palliation 
(A. Zacho and K. Fischermann, Acta chir. scan- 
dinav., 117: 278, 1959). 

As in other centres, the operative mortality of 
total gastrectomy by the _ thoraco-abdominal 
approach has been decreased over the years to a 
reasonable figure—less than 13%. Relief from the 
symptoms due to the primary lesion is so great 
that palliative total gastrectomy is now being done 
if the operation can be accomplished without cut- 
ting through carcinomatous tissue. Though most 
of these patients are dead within six to 18 months, 
there is less suffering when death is due to meta- 


stases rather than gastric complaints: palliation is 


actually achieved. Occasionally such a patient sur- 
vives comfortably for many years. 

In reducing the mortality rate of total gastrec- 
tomy for cure to almost zero in Copenhagen, the 
preoperative preparation and the prevention of 
postoperative complications wére meticulous. The 
operation was performed when the primary in- 
volved so much of the stomach that none of it 
could be preserved. The gastrectomy performed 
previous to five years ago and resulting in a 33% 
five-year survival was an cesophago-jejunostomy of 
the Roux type. All of these patients are fit for 
work, have negligible complaints and are in good 
general condition. All had improved with the years 
and ate normal meals. 
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Since then the interposition of jejunum or colon 
between cesophagus and duodenum has seemed to 
give better immediate results. 

It is good for the gastric surgeon to get encour- - 
agement in the surgical treatment of cancer of the 
stomach. So far the only treatment is surgical and 
without operation the prognosis is dark indeed. 
Moreover, it may turn out at laparotomy that the 
lesion is a sarcoma, with a much better prognosis 
than carcinoma, or even a benign tumour. 

B. PLEWEs 





ILLEGAL PRAYER 


We hear much nowadays of co-operation be- 
tween religion and medicine, but a nice medico- 
— point has recently arisen in Switzerland, in 
which it has become necessary to define the 
boundary line between these two professions. As 
in many other parts of the world, there is a law 
forbidding the irregular practice of medicine in the 
Swiss canton of Schwyz. There is also of course 
another law which permits freedom of religious 
worship anywhere in the canton. 


Trouble has arisen because a lady, Margarita K.., 
has been laying hands on patients and praying with 
them, as a measure of healing. She first got into 
trouble when she confined her attentions to the 
laying on of hands, on the grounds that this was 
practice of medicine by magnetism and therefore 
illegal. She later accompanied her ministrations by 
praying with the patient, and claimed that this was 
a legal form of religious worship. However, the 
cantonal court disagreed with this, and fined her. 
She then appealed to the federal court, but the 
federal court was just as hard-hearted. The judge 
suggested that the prayer was simply a camouflage 
for her irregular medical activities, and this view 
was eg by the declarations of patients that 
when she laid hands on them they felt a physical 
effect, like a secret force going into them, accom- 
panied by a pleasant sensation of warmth. They 
ascribe their improvement to this physical trans- 
ference rather than to the religious activity. 


All this raises a nice point, since some churches 
have from time immemorial adopted the New 
Testament method of healing the sick by the laying 
on of hands accompanied by prayer. Fortunately, 
Canadian law is not quite the same as Swiss 
cantonal law and it is very unlikely that members 
of the clergy in Canada will find themselves in 
conflict with the medical licensing bodies. 





CHANGE OF ADDRESS 


Subscribers should notify the Canadian Medical Associa- 
tion of their change of address one month before the date 
on which it becomes effective, in order that they may receive 
the Journal without interruption. The coupon on page 
26 is for your convenience, 
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Medical News 


SELECTION OF DIABETICS FOR 
TREATMENT WITH TOLBUTAMIDE 


Joplin, Fraser and Vallance-Owen describe an out- 
patient trial procedure for selecting diabetic patients 
suitable for control with tolbutamide (Lancet, 2: 582, 
1959). Patients whose condition was optimally con- 
trolled by diet and insulin (less than 40 units daily) 
discontinued injections of insulin 48 hours before their 
next clinic visit. If they developed ketosis during those 
two days they were at once returned to insulin and 
withdrawn from the trial. In case other diabetic symp- 
toms developed, tolbutamide was at once started and 
the case reviewed in a few days. Patients who did not 
develop any diabetic symptoms and those who had 
never been on insulin were started on placebo tablets 
and were passed through four alternating periods of 
fortnightly treatment with placebo and with tolbuta- 
mide tablets (0.5 g. four times daily). Four groups were 
distinguished, namely, good responders, fair responders, 
non-responders and potential ketotics. The first two 
groups were continued on tolbutamide for about a year. 
At about six-monthly intervals placebo periods were 
again injected to ascertain whether the tolbutamide 
needed to be continued. 

Of the 58 patients who underwent the initial trial, 
the placebo treatment showed that 15 could be con- 
trolled by more careful diet alone, and yet 11 of 
them had been on insulin! Another five were found 
to be potentially ketotic and were put on insulin. Of 
the remaining 38 diabetics, 24 showed good response, 
nine a fair response and five no response to tolbut- 
amide. Three patients relapsed after three, five and 
six months respectively on tolbutamide and one of 
group I was found to remain controlled on placebo 
after losing 14 Ib. in weight. All the other patients in 
group I, i.e., the good responders, continued to do well 
on tolbutamide but relapsed on placebo. Fair re- 
sponders and poor responders, when returned to insulin 
control, tended to feel better. The study did not give 
any simple clinical criteria which would distinguish 
good and unsatisfactory responders at the onset. Fast- 
ing blood sugar values over 250 mg./100 ml. suggest 
the likelihood of poor or no response, but this does not 
always apply nor is the degree of glycosuria a reliable 
guide at all times. 

Trials such as outlined have an advantage of picking 
out, especially during the initial placebo stage, dia- 
betics whose condition could be controlled by diet 
alone, even among those previously controlled with 
insulin. It would also pick out the good responders 
whose diabetes should probably be controlled with 
insulin. 

From the same group comes a paper regarding 
clinical responsiveness to tolbutamide and its relation- 
ship to insulin reserve (Lancet, 2: 584, 1959). Vallance- 
Owen, Joplin and Fraser discuss results of the acute 
tolbutamide test. This consists of an estimation of blood 
sugar and plasma insulin activity before and 2% hours 
after oral intake of two grams of tolbutamide. Although 
the results showed that this test is of no help in pre- 
dicting the long-term response to tolbutamide, they 
were of interest because they revealed increased 
plasma-insulin activity after tolbutamide in all cases 
- where a marked drop in blood sugar level was pro- 
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duced by the drug. Vallance-Owen et al. carried out this 
acute test on five normal subjects and 22 diabetics and 
were able to distinguish between responsive and un- 
responsive diabetics. This, however, did not enable 
them to predict satisfactory or only fair control of an 
individual diabetic. 

This study supports the hypothesis that tolbutamide 
lowers blood sugar by stimulating endogenous insulin 
production, provided there is a pancreatic insulin 
reserve present. 


INFLAMMATORY CONDITIONS OF THE 
UPPER SMALL BOWEL 


Although the history and physical examination of 
the abdomen may point to small bowel disease, a 
special, properly conducted x-ray examination of the 
small bowel can be the most rewarding diagnostic 
aid. Nagel (Dortmund, W. Germany) points to the 
fact that only in 3% of referrals to the x-ray depart- 
ment in his hospital was a small bowel lesion even 
suggested by the referring doctor (Deutsche med. 
Wehnschr., 84: 1851, 1959). 

A severe enteritis labelled “Darmbrand” (enteritis 
necroticans ) was observed in Western Germany in 1946, 
both as an endemic and as a sporadic disease, and was 
noted in milder form in later years. Some of the cases 
seen more recently may have been very mild forms 
of the same condition, and transition to simple jejunitis 
has to be considered. On reviewing his cases of upper 
small bowel disorder, Nagel found that, although of 
different etiology, most of these cases had similar x-ray 
appearances. The dynamic disorder and abnormal mu- 
cosal pattern were the same, whether the condition was 
primarily small bowel disease or a functional disorder 
of the upper smal] bowel due to disease elsewhere. He 
presents case reports of patients whose small bowel 
function was disturbing owing to such different condi- 
tions as gastric ulcer, duodenitis and food allergy. In all 
these various conditions the small bowel reacted to the 
different stimuli with the same disturbances and pro- 
duced the same x-ray appearances. One may well ask 
whether the expression “jejunitis” based solely on x-ray 
appearances is justified. It would be better to report 
the same appearances as indicating irritation of the 
jejunum. In the presence of such findings, it is neces- 
sary to search for the underlying irritant, whether it 
be in the small bowel itself (dysbacterial enteritis), 
elsewhere in the bowel or abdomen, or in the nervous 
system. 


POSTOPERATIVE DIARRH@EA 


Of 393 patients who had abdominal operations over 
a three-year period, postoperative diarrhoea (frequent 
watery stools for more than 24 hours during the first 
two weeks after operation and revealing no specific 
intestinal pathogens on bacteriological examination) 
developed in 51. Schofield (Lancet, 2: 944, 1959) 
found that the incidence was greatest after relief of 
intestinal obstruction; less high after colectomy, 
gastrectomy, and vagotomy; and low after gastroenter- 
ostomy. Nearly all cases in which diarrhoea developed 
showed clinical evidence of intestinal stasis. No other 
common factor was found. Transient colonization by 
a variety of colonic organisms of the normally almost 
sterile jejunum was suggested as the most important 
causative factor. 


(Continued on advertising page 22) 
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NEW DRUGS 


This listing of new products is based on information 
received from Dean F. N. Hughes, Faculty of Phar- 
macy, University of Toronto, and the Canadian Pharma- 
ceutical Journal, to whom we owe thanks. 


HORMONES 


Methylprednisolone acetate: DEPO-MEDROL (Pr), Upjohn 


Description.—Methylprednisolone acetate, long-acting in- 
jectable corticoid, effective both locally and systemically. 

ndications.—For sustaining systemic effect in acute, 
allergic and dermatological conditions, e.g., collagen 
diseases, chronic dermatological conditions, pre- and _ post- 
operative management of surgical patients, and adreno- 
genital syndrome. 

Administration—By the intramuscular, intra-articular, 
intrabursal, intralesional, intrarectal or intratendinous route. 
Dosage is ay omer on the size of joint or severity of the 
condition to be treated. 

How supplied.—40 mg./c.c. in 1 c.c. and 5 c.c. vials. 


Hydrocortisone—panthenol aerosol: PANTHO-FOAM (Pr), 
U. S. Vitamin 


Description.—Contains 0.2% hydrocortisone combined 
with 2% d-Panthenol in aerosol form. 

Indications.—To promote relief and healing in burns, 
eczemas an ichenified, etc.) dermatitis and pruritus 
ani et vulve. 

Administration.—Apply foam to affected areas and spread 
gently. Use 2 or 3 times daily. 

How supplied.—2 oz. aerosol. 


ONCOLYTIC AGENT 


Cyclophosphamide (Endoxan, Asta, in Western Germany, 
om Cytoxan, Mead Johnson, in U.S.A.): PROCYTOX, 
orner 


Description. —N, N-(beta-chloroethyl)-N’, O-propylene 
phosphoric acid ester diamide, a “transport-form”, cytolytic 
agent. Tablets of 50 mg.; vials containing 200 mg. with 
90 mg. sodium chloride to which is added 10 c.c. sterile 
distilled water for use intravenously as soon as possible 
after preparation. 

Indications.—Reportedly of value in preventing relapses 
in carcinomas and sarcomas and as a complement to 
surgery and radiation therapy. Also said to be of value 
in widely disseminated tumours and in patients with chronic 
lymphoid and myeloid leukemias, lymphogranulomatosis, 
lymphosarcoma, and other types of reticuloses. 

Administration.—Dosage depends upon the ents needs, 
response and blood picture, Initially, usual dose is 100 mg. 
intravenously. If well tolerated, the dose the following 
day may be 200 mg. and this dosage continued until a 
total dose of 4000 to 8000 mg. has been given. If there 
is a tendency for white cell count to fall, it is advisable 
to give 200 mg. or less only every 2 or 3 days. If a dramatic 
fall in white cells occurs, treatment should be discontinued 
and antibiotics administered as a precaution. 

For maintenance therapy, 50 to 200 mg. daily may be 
given orally. For side effects and dosage in resistant cases, 
see literature. 

How supplied.—Vials of 200 mg. Procytox and 90 mg. 
sodium chloride. Tablets 50 mg. 


MISCELLANEOUS 


PROTEIN HYDROLYSATE, Wingate 


Description.—A_ freely soluble enzymatic hydrolysate of 
primary grown brewer’s-type nutritional yeast containing 
all the amino-acids essential to human nutrition, poly- 
peptides, with all factors of vitamin B complex found in 
yeast, Provides readily utilizable nitrogen when given 
— Very low sodium chloride and carbohydrate content. 

Indi 


e 
ations.—As a protein. supplement. 
How supplied.—Containers of 16 oz. and 5 lb. 
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QUALATUM, Almay 


Description—Anhydrous preparation containing petro- 
latum and polyhydric fatty acid esters, 

Indications.—As an anhydrous, oily-type ointment vehicle, ° 
and as an aid to the removal of crusts in seborrhoea capitis. 


How supplied.—Jars of 4 oz., 1 lb., 5 Ib. and 25 |b. 


Diiodohydroxyquinoline: QUINADOME CREME, Dome 


Description.—5%  diiodohydroxyquinoline in an acid 
mantle cream base. pH 4.8. 

Indications.—Infectious eczematous dermatitis; pruritus 
vulvz et ani; amoebiasis cutis. . 

Administration.—Apply to affected areas, In pruritus 
vulve apply freely over the whole area including the 
intralabial folds. 

How supplied.—Tubes of 1 oz.; jars of 4 oz. and 1 Jb. 


Diphenmethanil methylsulfate: PRANTAL CREAM, 
Schering 


Description.—20 mg. diphenmethanil methylsulfate per 
gram, antipruritic and anticholinergic. 

Indications.—For local management of skin disorders 
such as poison ivy (rhus) dermatitis, neurodermatitis, atopic 
dyshidrotic eczema, as well as generalized hyperhidrosis 
and localized hyperhidrosis of palms, soles, and axillz. 

Administration.—Apply to affected area lightly 3 or 4 
times daily, or less frequently depending upon the patient’s 
response. 

How supplied.—Tubes of 50 g. 


Xylometazoline HCl: OTRIVIN NASAL SOLUTION, 
OTRIVIN PEDIATRIC NASAL SOLUTION, Ciba 


Description.—Xylometazoline hydrochloride. Effective, 
safe decongestant; drains swollen nasal mucosa with 
virtually no local’ or systemic side effects. Acts rapidly; 
effects last 4 to 6 hours. 

Indications.—For symptomatic relief of nasal congestion 
with colds and other upper respiratory diseases, hay fever, 
and sinusitis. 

Administration—Nasal solution: 2 or 8 drops in each 
nostril every 3 to 4 hours. Pediatric nasal solution: Children 
under 6 years: 1 drop in each nostril every 4 hours. Chil- 
dren from 6 to 12 years: 2 or 3 drops in each nostril every 
4 hours. 

How supplied.—Otrivin Nasal solution, 0.1%; bottles of 
1 oz. with dropper. Otrivin Pediatric nasal solution, 0.05%; 
bottles of 1 oz. with dropper. 





MEDICAL FILM 


The Faces of Depression—16 mm; black and white; 
sound; 2842 minutes. 


Description.—This film is designed particularly for general 
practitioners, to help them to recognize patients with 
depression. Most of the film is concerned with actual inter- 
views given by Dr. H. E. Lehmann, Clinical Director of 
the Verdun Protestant Hospital, Montreal, to patients 
before and after treatment for depression. Dr, Lehmann 
introduces the film with a brief description of depression, 
an emotion as old as mankind, He emphasizes the fact that 
if depression is masked and not recognized by the general 

ractitioner, nothing done for the patient will help 

im. He then conducts a series of unrehearsed interviews 

with patients, and the film is worth-while for the inter- 
— technique alone. Suitable for medical audiences 
only. 

Availability —Obtainable on loan from any office of Gei 
Pharmaceuticals, such as the Head Office, 2626 Bates Road, 
Montreal 26, Quebec. : 
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MEDICAL ECONOMICS 


THE NEW ZEALAND MEDICAL 
SERVICE — AN APPRAISAL* 


DOUGLAS ROBB, C.M.G., M.D., F.R.C.S.[Eng.], 
Hon. F.A.C.S., Auckland, New Zealand 


Part Two of this paper, the final part, is presented 
below. Part One, which appeared in last week's issue 
(Canad. M. A, J., 82: 432, 1960), discussed: The social 
setting; Why medical services were publicly organized; 
and The enactments under Social Security with an 
appraisal of each. 


IV. SPECIALISTS AND CONSULTANTS 


The failure to provide a specialist service amongst 
the medical benefits under social security constitutes 
the largest gap in an otherwise almost complete system. 
Why this should still be so nearly 20 years after the 
early benefits were inaugurated is a bit of a mystery. 
No doubt it was and is still envisaged as something 
to come. But the specialist side has been neglected, in 
striking contrast to the position in the United Kingdom. 

Some circumstances of specialist practice in New 
Zealand should first be mentioned: they derive from 
the small and scattered population, and the generally 
high level of general practice. The practice of consul- 
tation has never been well established, practitioners 
being afraid of losing their patients, at least for a 
period, to specialists many of whom engage openly or 
tacitly in general practice work. Some specialists do 
not measure up to requisite standards, because of 
sketchy training, and an insufficient volume of practice 
to maintain good quality. Specialist work, too, is often 
undertaken by general practitioners; by design in 
cities, and often of necessity in country districts. The 
older ethics of medical practice—calling on colleagues 
by new doctors, formal signing off by a patient when 
he leaves one doctor for another, etc.—have been 
largely abandoned. : 

The specialists are left to earn the bulk of their 
living in private practice, using private hospitals and 
consulting rooms or offices. Their patients certainly 
get small refund for each occasion of contact. Many 
of them, the majority in fact, draw part-time salaries 
from the public hospitals for work done there. In a few 
cases, notably in fields where there is little or no pros- 
pect of a private livelihood, full-time appointments 
have been created within the hospital service. Examples 
are in pathology, radiology, neurosurgery, and in thor- 
acic and cardiac surgery and medicine. But most must 
earn three-fifths or more of their living on an island 
of private practice surrounded by the ocean of social 
security. 

The condition of the full-time specialist in New 
Zealand is comparable to that of the university teacher, 
both medical and non-medical. He undoubtedly has 
security, both during his active life and when he 
retires on superannuation; the latter period being en- 
vied by the practitioner who in the face of high taxes 
and steady inflation finds the problem of provision 
for old age by traditional methods a very difficult one. 
But the full-timer is cramped within rigid financial 
limits, and almost always seems to work perforce one 
or two days a week at the care of his house and 


*Dated July 1959. 
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property. As a recreation this is in order, but out of grim 
necessity it militates against time for study and writing, 
and seems to me a poor way to use a highly trained 
man. He is also at a disadvantage (unless he is in the 
university) when it comes to study-tours. Provision by 
the government for this is scant and hedged about, 
perhaps inevitably, with delays and restrictions. 

There is no public professional register of specialists, 
and anyone may practise as such. There is no standard 
of qualification or training required, except when ap- 
pointments are being made to posts in the public 
hospitals. Up to 20 years ago many dismal] examples 
of erratic appointments by the publicly elected hospital 


_boards were seen. At the present time at least higher 


qualifications are required, and the standard of train- 
ing offered by candidates is steadily improving. But 
there is nothing comparable to the specialist board 
system of the U.S.A., and little evidence as yet of 
either asking for evidence of such training or setting 
up units or schemes to provide it. One major difficulty 
of course is the small and scattered population and 
the traditional recourse to the United Kingdom, Aus- 
tralia, Canada and the U.S.A. for higher training. With 
few exceptions the individual plans his own training 
abroad with little or no assurance of subsequent ap- 
pointment to the work of his choice on return. Thus 
while certain individuals can and do secure valuable 
experience abroad, the uncertainties on return and 
subsequently militate against high levels. In other 
words, equalitarianism on the home ground finally wins, 
and some of the best men never return, but make their 
career abroad. The good ones who do return often 
seem cramped by the general conditions in this country 
and never bloom to their full capacity. 

The generally high.standard of general practice in 
New Zealand, fortified as it is with free laboratory, 
radiological and other aids, also tends to limit the field 
for the specialist and the consultant. In country districts 
the general practitioner must undertake some surgery, 
and in all the provincial towns tolerably well-trained 
surgeons are now set up in practice, often sharing the 
general work with their colleagues in the town. This 
in turn chokes off the supply of consulting work 
that formerly went to the Jarger towns, and the con- 
sultant there must rely mostly on the city material 
itself. Add to this the removal of much of the most 
difficult and specialized work—the higher branches of 
chest medicine and cardiology, chest surgery, neuro- 
surgery, and some of the orthopedic surgery—to the 
public hospitals under full-time appointments, and the 
predicament of the general surgeons and physicians 
will become apparent. The field is free and open to 
all, but it is a diminishing field of poor fertility. The 
physicians must work long hours to make a living at 
all; the surgeons can claim larger fees (by overseas 
standards incredibly low ones) but find the going 
pretty hard. The lure for the patient of the free and 
open public hospitals and the increasing general tax- 
ation make their future very uncertain. Those surgeons 
for example who do survive financially in practice lead, 
it must be confessed, a poor “surgical” life in many 
cases—far from fully extended in any sense. Their daily 
work is divided geographically between office, public 
hospital, and one to five or more private hospitals. In 
the private side of their practice they must personally 
undertake many tasks that they should not have to do, 
nor would do, in a large hospital. A poor situation? 
Yes, in many ways—harder and more exacting work, 
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based on a longer training, for a poorer reward than 
their general practitioner contemporaries, and an un- 
certain future. 

Why is it not altered? What are the alternatives? The 
specialists, though in many cases in serious straits, are 
afraid to ask outright for change. They feel they may 
lose their independence, and know that public organiz- 
ation might result in vexatious conditions and niggardly 
rewards. Probably a public service would require fewer 
of them to do the work, Half or a quarter of a loaf is 
better than no bread. 

Why has not the government undertaken to provide 
a specialist service? It has been mentioned in various 
election campaigns and surely neither party can 
shrink from the task on principle. The best guess is the 
cost involved—as long as the specialist section can 
keep afloat without obvious breakdown, let them; and 
let us avoid another £3,000,000-5,000,000 ($8,400,- 
000-14,000,000) on the annual bill for health services. 
The cost of a purely consultative service has been 
estimated at £1,000,000 ($2,800,000) per annum. 
If part payment for medical and surgical treatment 
were included it might well be £5,000,000 ($14,000,- 
000) per annum, or more. 

The situation of the specialist has been put before 
the Government’s Medical Salaries Advisory Com- 
mittee, with full details of earnings, time occupied in 
hospital service, and costs of maintaining private offices. 
The part-timers themselves feel that their sessional 
services should be paid on a basis more generous than 
the full-timers, as they have offices and other expenses 
to meet. They have not suggested any radical changes 
in the system. As in the case of gereral practitioners, 
none but full-time, or nearly full-time, specialists in 
public employment are eligible to enter public super- 
annuation schemes. 

Personally I see a certain rough justice in the present 
position of the specialists. So far as plain service to 
the people goes (avoiding considerations of medical] 
research and progress) there is some sense in making 
it competitive and self-supporting. A full-time appoint- 
ment under the state (as for example for neurosurgery 
or cardiac surgery) is a great endowment to the man 
concerned, and should not be given lightly (or meanly 
for that matter). It should be limited to those who 
cannot live otherwise (through the nature of their 
work), and to those who by training, interest and 
powers are not likely to abuse their trust by falling 
into easy ways and becoming merely “space-occupying 
lesions”. 

The alternative—which I believe will have to be 
faced some day—is to undertake a proper specialist 
service for the country. It should never rule out the 
private specialist—he is one of the bastions of personal 
liberty—but should be designed to cope with the bulk 
of the problem. It should be based on frank and com- 
petitive selection at a point two or three years after 
first graduation of men suitable for training, and their 
subsequent thorough preparation, ‘partly in postgradu- 
ate training units at home and partly abroad in the U.K., 
Canada, Australia, the U.S.A. and elsewhere, as may 
be possible and desirable, The return to work in New 
Zealand should be planned, and the subsequent rise in 
status and responsibility steady. The general conditions 
should be comparable with those in the U.K. Should 
anything substantially less be contemplated I would 
oppose it, and should the planning and control of it be 
limited to public officials I would also oppose it. This is 
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a matter for delicate handling. Advice, guidance, and 
management should be of the highest quality, and 
should be obtained from persons who have proved 
themselves indubitably in the work, and who are - 
calculated to preserve the intellectual, scientific and 
spiritual qualities essential if the people are to be 
worthily served in this field. Unless this element in 
the control is admitted as paramount (it should be so 
in all health services and all university administration 
also), poor results will ensue. The government or de- 
partment, as the employer, is inescapably forced into 
the position of the perpetual cheese-parer and almost 
all except disciplinary and monetary considerations tend 
to be forced out of the picture. 

One disappointing experience from present condi- 
tions within the specialist field in New Zealand may 
be mentioned. Formerly competition for practice and 
livelihood was acute, and preoccupied most of the men 
and their wives. During and after World War II the 
teeth were drawn from this competition by high taxes, 
and the vanity of working hard. The number of men 
in practice increased, so that few were fully extended, 
and many today are incompletely occupied, though 
profiting little less than they would have done had 
they worked twice as hard, Any hopes that such 
enforced leisure would have yielded fruits of thought 
and research have been illusory. It seems that the 
stimulus to this must lie elsewhere. The spirit indeed 
bloweth where it listeth . . . 

The present dilemma is excruciating and cannot go 
on. The general practitioner service is maintained out 
of a bottomless financial pit under remarkably free 
conditions. The specialist is not maintained publicly 
at all, with the exception of a few very important posts 
which are under grad-grind public service conditions. 
Inevitably the general practitioner service will continue 
to secure an unfair proportion of the resources avail- 
able. It has proved impossible, for example, so far, to 
set up even one unit (outside the medical school) in 
New Zealand devoted to the practice of surgery for 
postgraduate teaching and research. Yet the cost of 
such a unit would be no more than that of two or three 
general practitioners. It is the direct result of the 
party-politician—trade-union genesis of the scheme, 
with little or no place for anyone speaking for the 
bene esse of medicine itself and of its beneficent mis- 
sion for mankind. 


V. MEDICAL EDUCATION AND RESEARCH 
IN NEw ZEALAND 


There is one national medical school in New Zealand, 
a faculty of the University of Otago, in Dunedin, in the 
south of the South Island. It is entirely state-supported, 
apart from students’ fees, the finance being provided 
through the university's grant which comes through 
the vote for the department of education. It is a good 
school, only recently fully staffed and equipped. For 
many years it had to live on a shoe-string, but since 
World War II it has reached mature stature. All depart- 
ments, basic science as well as clinical, are staffed by 
full-time teachers and a thorough training is given. 
The first year of non-medical science can be taken at 
any of the four provincia] universities, and the sixth 
or final purely clinical year is taught in the hospitals of 
all four main centres, where branch faculties under 
part-time clinical teachers have been established for 
some 20 years. This dispersal of final-year students 
became necessary because the town and hospital of 
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TABLE IV.—NumMBER OF PRACTITIONERS REGISTERING IN NEW ZEALAND, 1947-58 


1947 1948 1949 1950 

New Zealand graduates....... 82 101 101 91 
Se ee eee 55 38 50 35 
| Re Pee ee 137 139 151 126 


Dunedin did not afford enough patients. The town has 
about 100,000 people, the southern provinces all told 
about 250,000. 

With the admitted need to secure more patients it 
may now be doubted whether the decision 20 years 
back to set up three branch faculties with minor pro- 
vision in each was a good one. My own view is that 
it would have been much sounder educationally to 
choose one centre, and provide well-staffed depart- 
ments to serve the clinical half of the course, and to 
divide the students at the beginning thereof into two 
groups: one to continue to graduation in Dunedin, and 
the other to do so at the new clinical branch. In that 
way more satisfactory teaching, co-ordinating lectures, 
laboratories and hospital work throughout would have 
been possible. Moreover, experience would now have 
been 20 years old in that centre and a relatively pain- 
less expansion possible if and when a second complete 
school were needed. 

Since World War II the intake of students has been 
limited to 120 per annum, the average number gradu- 
ating being 90-100. Alongside this must be recorded 
the steady influx of doctors from the U.K. and else- 
where where reciprocal] registration obtains, yielding 
the figures shown in Table IV. 

Concern is sometimes expressed over these figures 
in view of the growing saturation in general practice. 
It is unlikely, however, that any restriction can or will 
be placed on immigration, though if that were done 
it might stimulate the need for training more New 
Zealand graduates in New Zealand. 

A school of 100-120 students per annum, however, 
is a big one, and there is no doubt that if a second 
properly staffed and equipped school were set up, 
training could be improved. The bugbear is cost, and 
amidst a genera] clamour for money for education— 
schools, four universities, two agricultural colleges—it 
is not likely to be provided in the near future. Transi- 
tion steps are being considered, Auckland having been 
agreed upon as the venue for a new school when 
needed. A steering committee is at work, made up of 
representatives of Auckland University, Auckland 
Hospital Board and other medical groups in Auckland, 
to study the problem. 

The Otago School limits its work almost entirely to 
the undergraduate field. During and since the war, 
postgraduate committees have been set up in all the 
main centres to arrange courses of study, to bring 
overseas and other speakers, and generally to provide 
help for practitioners. There is one postgraduate uni- 
versity department, in obstetrics and gynzcology, under 
the University of Auckland—rather an orphan, having 
been endowed by public subscription. It has done ad- 
mirable work in teaching and research, and has shown 
the need for similar provision in medicine and surgery. 

Until just before World War II, research was almost 
unknown in New Zealand medicine—doubtless a result 
of our small dimensions and puny financial resources. 
However, a steady campaign led by the then Dean C. 
E. Hercus (now Sir Charles) and Professor Edson in 
biochemistry from that time was set going to remedy 


19651 1952 1953 1954 1955 1956 1957 1958 
87 128 94 101 110 109 87 90 
65 74 76 61 46 31 50 50 

152 202 170 162 156 140 137 140 


nnd 


the defect. The appointment of J. C. Eccles, F.R.S. 
(now Sir John), and F. H. Smirk (now Sir Horace) 
to the Chairs of physiology and medicine respectively 
were important events. Courses for brighter students 
leading to B.Med.Sc. were instituted, and the atmos- 
phere has quite changed in Dunedin and amongst 
the graduates of the last 15 years. Every department 
has its program, and a supply of research-minded 
graduates is becoming available for work in other 
centres. The university provides facilities and some of 
the money for medical research, and some overseas 
bodies, such as the Australasian Life Insurance Re- 
search Fund, also help. 


The most important support for research, however, 
is the New Zealand Medical Research Council, in- 
corporated in 1951 as a development of the former 
committee for medical research founded before the 
war with an income from the government of £6000 
per annum. The current rate of the grant to the New 
Zealand Medical Research Council is now £100,000 
per annum or 0.25% of the sum annually spent on 
health, medical and hospital services. While this per- 
centage is slight compared with the tenfold (or more) 
ratio commonly seen in the development sections of 
modern industries, it is a great improvement on both 
the recent and the more remote past. Much of the 
money is spent in Dunedin alongside the medical and 
dental schools, but some goes elsewhere, particularly 
to Auckland. In Auckland a recent development is the 
Auckland Medical Research Foundation, a private 
effort set up to raise money and apply it in the Auck- 
land area. 


Both research and education therefore are officially 
provided for through channels quite remote from 
those used for health services and hospitals. This leads 
to division rather than synthesis, and the possibility of 
tacitly shrugging off responsibilities and legitimate 
requests to the “other party”. When such a vast enter- 
prise as social security medicine was inaugurated, I 
could not help feeling that the opportunity should have 
been taken to ensure adequate support for both post- 
graduate and undergraduate education and research. 
If £40,000,000 were spent on a service, it seemed not 
unreasonable to set aside even 1% of the total for those 
aspects upon which the continuing quality and vitality 
of the service depended, But it was not to be. Those 
aspects were the responsibility of another department, 
and no one was there to tell the second department it 
needed to double its budget because of the new 
responsibilities being undertaken. 


Many years ago in New Zealand a famous sermon 
on “The Sin of Cheapness” was preached by a Presby- 
terian minister who was distressed by the sweated 
labour of certain tailoresses during the depression of 
the 1880’s. It was credited with an important part in 
the liberal enactments of the 1890’s which were not- 
able in the history of New Zealand and in the world. 
What we need today is a similar preacher to convince 
the country that cheapness is not the first and only. 
foundation of a medical service, or of scientific and 
professional activity in general. 
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It is a melancholy thought that the university medical 
school played no discernible part in the planning or 
running of the health services. If its voice was raised 
it was no more heard than the bleats of the few 
private individuals who saw deeper and wished better 
for what was going on. Here was a vast experiment 
in the social application of medicine being set up. What 
a field for dispassionate study—continuing study—in 
the search for better and more effective methods. Not 
only was the university silent, but the Medical Research 
Council, when asked to set up a committee on social 
medicine, found itself unable to do so. The truth is 
that both university and council are too intimately 
dependent on the government for their sustenance to 
allow them such a voice. Some within these bodies 
would like to speak, and in all fairness it must be 
admitted that the general atmosphere of politics and 
public in this country is unfavourable to such indepen- 
dence of thought and expression. It takes great maturity 
and insight in a community to look to and act upon 
the guidance of such independent bodies. Great Britain 
shows it. Clearly in New Zealand we have not attained 
it yet. 

The impact of the state health services, therefore, 
on medical research and education has been almost 
negligible, except to create a need for help which 
has not been met. At least one can say that any 
response that has been made has come independently 
of the public service and without consequential back- 
ing from it. The only source of such light and leading 
seems to lie in the minds of a few leaders in medicine, 
whose task. is to arouse interest, and maintain effort 
through their incessant labours. Once the ball starts 
rolling, and results can be seen, the process may gather 
momentum. 


VI. CouNTING THE CosT 


1. THe Cost or HEALTH SERVICES IN NEW ZEALAND 


The cost of the health services in the year ending 
March 31, 1958, was £40,000,000 ($112,000 000) 
made up of: 


Health department........... £7,000,000 ($19,600,000) 
Hospital grants. ............. £15,000,000 ($42,000,000) 
Medical, pharmaceutical, 

and other benefits........ £17,000,000 ($47,600,000) 
Ge ie kb KS OAR hese £40,000,000 ($112,000,000) 


Compared with other items of expenditure we have: 


RN ks ve ee kuaeee was 23,000,000 ($64,400,000) 
MIR Sc or nbc ee ade adele £13,000,000 ($36,400 000) 
Education including universities £34, 000; 000 ($95,200,000) 
All pensions— 
old age benefits........... £24,000,000 ($67,200,000) 
family benefits ........... £20,000,000 ($56,000,000) 
universal superannuation... £8,000,000 ($22,400,000) 
other pensions............ £8, 000, 000 ($22,400 000) 
ES Kick Cen nteses £60, 000, 000 ($168, 000, ,000) 
The income from taxes was £260,000,000 


($728,000,000) of which income tax £78,000,000 
($218,000,000) and social security tax £66,000,000 
($185,000,000) were the largest items. Social security 
tax does little more than pay the pensions bill, leaving 
the Consolidated Fund to pay for the health services. 
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Thus of the £260,000,000 ($728,000,000) available for spending 
in 1957-1958 


All health services. Son ,000,000 ($112,000,000) took 15% 


All pensions....... 60 000, 000 ($168,000,000) ‘“ 23% 
Education......... £34, 000, 000 ($95,200 '000) “ 13% 
eee ee £23,000,000 ($64,400,000) : 9% 


In terms of the National Income, which in 1957-58 
was £927,800,000 ($2,597,800,000) we arrive at the 
following percentages of it being spent publicly by 
health and other departments, and also for the various 
benefits within the health service: 


TABLE V.—HEALTH AND OTHER SERVICES IN NEW ZEALAND 
IN RELATION TO NATIONAL INCOME 


In In 
millions millions 

1957-58 of £ of $ % 
Total national income (net 

national income at factor 

COMBS ee he Baths 7.8 2597.8 100.0 
Health services............ 39.3 110.0 4.24 
Pensions, superannuation,ete. 60.0 168.6 6.46 
Education, incl. universities.. 34.0 95.2 3.66 
BRMCNEG sc i254 cele anes 23.0 64.4 2.47 


TABLE VI.—ItTems or HEALTH SERVICES IN NEW ZEALAND 
IN RELATION TO NATIONAL INCOME 


In In 
millions millions 

1957-58 ‘ of £ of $ % 
Total national income (net 

national income at factor 

CONN tein een a 7.8 2597.8 100 
BET 6 unas Bekah 20.0 56.0 2.12 
General medical............ 4.0 41.3 0.42 
NSS og 5 o'5' 0,00 e hew’ 1.5 4.2 0.16 
Pharmaceutical. ........... 4.5 12.0 0.47 
Supplementary............. 2.25 6.3 0.24 
Health department......... 7.0 19.6 0.83 

NORGE oc Gine aerate: 40.0 112.0 4.24 


2. TAXATION IN NEw ZEALAND AND OTHER 
CouNTRIES 


Taxation in New Zealand has become more burden- 
some in the last 20 years, and in the current year, 
1959-60, promises to be almost as great as at the peak 
of the War, 1944-45, Table VII shows taxation in terms 
of national income—taxation as a percentage, and 
taxation rising at a rate greater than the national 
income. 

Comparing the tax burdens between different coun- 
tries is notoriously difficult, but an attempt was made 
to place certain countries in order by U.S. News & 
World Report (April 13, 1959). Total taxes as a 
percentage of total spending, or “gross national pro- 
duct”, or national income showed these figures for 
1958 (1958-59 for New Zealand; 1957 for Canada) 
(Table VIII). 


TABLE VII.—Taxatron AND NatIonat INcoME In New ZEALAND. 


1938-39 


£ 38,000,000 ($106,400,000) 
£194,000,000 ee 
19. 


RUNGE CEI 85 0-u v- «ar bison Kc ete cs 
I oe er rice eee i 
Tax as % of national income............ 








1958-59 Increase 
£300,000,000 ($840,000,000) x8 
£950,000,000 ($2,660,000,000) x5 
31.5% 
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TABLE VIII.—Taxes 1n Many CountRIEs 


ee 32.5% 
PROUMIOTEAIIAS coc os oe ee cs wc o's 32.4% 
CN seg ace oo oo walk ond 31.5% 
RUMEMMIN cobs OC Sos. 5.5 Ae acid ROS ce GS 31.3% 
PN ESI cs tars extgesrt aaa alent tons 31.1% 
ess cag dee eres Cicek 29.2% 
Great Britain. ...........66665.6% 29.2% 
| ET ey eer ree 28.0% 
ee 25.2% 
BRIMNUED oo Ri dno ks gen a iain 24.7% 
Belgium-Luxembourg........... 22.2% 
SI Ohis 5 h-itue aeeats wc pernodan 21.9% 


A sample family taxation comparison is given in the 
same place, but quite different orders are seen at 
different income levels and different family constitu- 
tions (Table IX). 


TABLE IX.—Taxes 1n Many CountRIEs 
(From U.S. News & Wor.tp REPpoRT) 





Family of four with annual 





income of— $10,000 £3570 

Tax in United Kingdom*........ 3002 1072 
— reer rr 2881 1029 
“« “ New Zealand............ 2670 953 
— are 2306 824 
Re citer 5 as eis RR 1592 569 
DP. TOME: he's 40 «dead seen 1350 482 


Allowing for deduc- 
tions before exemp- 


* Before reduction April 1959 tions. 


A further study appearing in the Auckland Star 
(June 11, 1959), under the title “New Zealand leads 
the world in taxation” was based on an article in 
the Australian Accountant (for March 1958) which in 
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The death duties table also gives a prize to New 
Zealand (Table XI). 


3. Cost oF HEALTH SERVICES IN UNITED KINGDOM 


The total expenditure on health (the cost of the 
national health service together with other health 
costs) has run pretty steadily at 3.9% of the national 
income [£688,000,000 ($1,926,400,000) out of 
£17,604,000,000 ($49,291,200,000) in 1957]. The 
corresponding figure for New Zealand in 1957-58 was 
4,24%. 


In the national budget for 1958-59 the sums set 


**aside were those shown in Table XII. 


TABLE XII. 








NATIONAL BupGET £5,439,000,000 ($15,229,200,000) or 100% 
PIQRNE ES 5.6 edgcawmees (in millions of £ or $) £557 ($1559.6) or 10.4% 
oN ee ( i he ) £484 ($1355.2) ‘* 8.7% 
Pensions, etc.......... ( = = ) £506 ($1416.8) “ 9.2% 

Total of above..... ( . * ) £1547 ($4331.6) ‘28.3% 
MEE sw, 5kin seats. < 0's ( ” ) £1435 ($4018.0) ‘26.2% 


These figures, referring of course to an almost com- 
plete health service, but to an incomplete educational 
one (a considerable proportion of educational expen- 
diture comes from private sources) are set alongside 
those for New Zealand and the U.S.S.R. in Table 
XVI in section 4. It should be noted that in the 
United Kingdom a small additional amount for health 
(more for education) is raised and spent at the local 
level. The title “Pensions” in Table XII includes family 
allowances, war pensions, national assistance, and 
government contribution to insurance funds, but ex- 
cludes benefits and pensions paid out of national 
insurance funds. 


TABLE X.—IncomE Tax CoMPARED 





a re £1500 
(and in dollars)...... tis psa scene Ae ($4200) 

Per cent taken by taxes: 

PR NINN io otisnenc go goed a boa dose wale Oo 19 

5. aS cae Raa RA eae 16 

Te MMRMUNMNIN 5 G8 las Foo dura a needs Sal dasnde’ ayo ago 14 

ORO RS has Seah ois gh cast oth a ahd iy eas RV EIS Giese 14 

MORNIN 5 tesco srl cf Sevan tech dn unseen A oath 12 

i Ra A A at 4 


turn was based on figures in the British Tax Review 
(of September 1957). Corrections in Table X are 
made to allow for the alterations in the 1959 (U.K.) 
budget. New Zealand figures include both social 
security and income taxes. United Kingdom figures 
include the national insurance contribution. Figures 
are taken to the nearest 1%. 


TABLE XI.—Deatu Duties 





New United N.S.W. 
Value of estate Zealand Kingdom (Australia) 
rere £ 4000 £ 2400 £ 2554 
RN G50 fy Hsien 9000 5400 4126 
NY isk aao 21,000 15,500 12,161 
ae 51,000 45,000 38,980 
$ 56,000.......... $ 11,200 $ 6720 $ 7151.2 
5 sco ved 25,200 15,120 14,352.8 
IR 0 ac.%s .08e ee 58,800 43,400 34,050 .8 
eee 142,800 126,000 109, 144.0 


£2000 
($5600) 





£3000 £4000 £6000 £10,000 

($8400) ($11,200) ($16,800) ($28,000) 
23 30 37 47 55 
20 26 31 40 52 
18 26 31 40 48 
16 19 22 28 38 
15 20 25 32 39 
6 13 19 27 39 


4. Cost oF HEALTH AND SOCIAL SERVICES 
IN THE U.S.S.R. 


For the U.S.S.R. the budget figures for 1959 are 
quoted in U.S. News and World Report (January 2, 
1959, page 25) in billion dollars as given in Table XIII, 


TABLE XIII 


Total expenditure........ 177 or 100% 

Armed forces. ........... 24 * 13.5% 
Scientific research. ....... +" 2235 
Education and welfare.... 58 “ 32.7% 


but it is pointed out that more would need to be 
known about what is included under the various head- 
ings before valid comparisons could be made with other 
countries. 

Further detail may be found in V. Lavrov’s The 
Soviet Budget from the Foreign Languages Publishing 
House (Moscow, 1959), kindly sent me by the U.S.S.R. 
Legation in New Zealand, The expenditures for 1958 
in thousand million rubles are given in Table XIV. 
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TABLE XIV.—Soviet BupGet 


Rubles 

x 10° 
627.7 or 100.0% 
,96.3 “ 15.4% 
212.8 “ 33.8% 


Total 


These are comparable to the figures given immedi- 
ately above. In each source the sum and proportion 
for defence has fallen considerably in the last few years. 

Lavrov gives also a break-up of the social and 
cultura] expenditure, again in thousand million rubles 
(Table XV). 








TABLE XV. 
U.S.S.R. expenditure on 1940 1952 1958 
MN si ae in 5h ck Sin a 22.5 58.5 84.2 
Health protection.............. 9.0 22.3 40.4 
Social insurance and welfare... .. 9.4 42.0 88.2 
Totals..... a ea Senate 40.9 122.8 212.8 


Percentage of total expenditure... 23.5 26.7 33.8 


These figures may be compared with those for the 
United Kingdom and New Zealand in Table XVI. 


TABLE XVI.—ANNUAL EXPENDITURES IN U.K., 
U.S.S.R. ann N.Z. 


Proportions spent under different heads 
U.K. 











1S.S.R. N.Z. 
1958-9 1958 1957-8 
RRRUNGNN SS oo oa bs a etieigtn oe ee 10.4 6.4 15 
MNOUNEIEINI Ss? a Siz oc Ut) ace eae ow, 8.7 13.3 13 
eS a rrr ee or 9.2 14.0 23 
POUUIS: 3. ks bax Cate aces 28.3 33.7 51 
PROG toe it one Coie 26.2 15.4 9 
ail Be sare Ae wanes da ak —- — — 
PR CTNI Fg ro ite elo a eo 100.0 100.0 100 


In studying this table it must be remembered that 
the United Kingdom has considerable private re- 
sources for education as against those in the U.S.S.R. 
and New Zealand. The health service in New Zealand is 
not so comprehensive as that in the United Kingdom 
but costs half as much again in terms of percentage 
of public spending money. U.S.S.R. spends less than 
half as much on health as on education. In both the 
United Kingdom and New Zealand more is spent on 
health. 


5. Cost or HEALTH SERVICES IN THE U.S.A. 


I am indebted to Dr. Arthur Kemp, Director, and 
Dr. Walter R. Livingston, Research Associate, of the 
economic research department of the American Medical 
Association (through Dr. Clagett) for the following 
information, 

The U.S. Department of Health, Education and 
Welfare, Social Security Administration, Social Security 
Bulletin, October 1958 (Vol. 21, No. 10, p. 28) gives 
the following figures for the fiscal year 1956-57 in 
millions of dollars. Public expenditure includes funds 
from federal, state and local governments. 


Private expenditure 


I oie isos és ca 15,540.0 ~* 
Public expenditure 

MC. so oow is cava Sees 4945.3 Total 20,485.3 
(Similar public expenditure 

on education............. 13,200.0) 
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Private expenditure 


ied ihe a sew «4 76% 
Public expenditure 
ee ee 24% Total 100% 
For the calendar year 1957: 
National income was....... 364,000 
Gross national product...... 440,300 
So that— 
U.S.A. Private health expenditure =4.3% of nat 1 income 
“* ~ Public - =13% ‘ 
“ce Total ‘cc 6c = 5. 6% § “cc “cc 


Compared with 
U.K. Public health exp. 1957 of 


“cc “cc 


3.3% sc 66 
N.Z. 1957-8 of 


4.24% “cc “cc sc 


The details of Private expenditures on health for 
1956-57 were as follows (in millions of dollars) : 


Health and medical services. .... 15,169 
Direct payments............... 10,434 
Insurance benefits.............. 3243 
Expenses for pre-payment....... 620 
Industrial in-plant services. ..... 232 
US ccna é cucsdoessss 640 


Medical-facilities construction... . 371 Total—15,540 


Public expenditures on health, 1956-57, include ($M): 


Health and medical services. .... 4467 
General public medical and 

Wii ccc vee ben 1673 
Veterans’ hospital and 

WINE CUNO os Bon be SESS. 732 
Medical research............... 183 
CNR i 8 rs tie oaks aa 


Medical facilities construction.. . . 478 total—4945.3 

In terms of total personal consumption (this equals 
total disposable personal income or income after taxes) 
these figures apply for 1957: 


Total medical are. ...:.......055.. 56 es ces 5.3% 
SING iin thn cd wns ena ba 1.3% 
NS > dip. 's'w 6388 tee Xe oo 1.4% 
RE SA Rep er cee ere 1.1% 
PINON N 525 hole werd ca osida sto th 0.6% 
C= are. 29th cae elena. 0.9% 
Alcoholic beverages.................. 3.2% 
RONEN S. 5: © SRS axe da Sihicaie-t'c we eas la 2.1% 
USNR ce Bk et Sta a arte 5.6% 


It is difficult to make useful comparisons between 
these figures for the U.S.A. and those for the U.K., 
the U.S.S.R. and New Zealand because of the varying 
elements paid for privately. 

It may be accepted, however, that the total cost of 
health and medical services is higher in the U.S.A. 
than in New Zealand, and in New Zealand than in the 
United Kingdom, but that more than 75% is paid for 
privately in the U.S.A. whereas by far the greater part 
in both the United Kingdom and New Zealand is paid 
for publicly. The figures for the private portion in the 
United Kingdom and New Zealand have not been 
obtained. 


6. COMMENTS ON THE FOREGOING PARAGRAPHS 


While remembering the general unreliability of 
gross comparisons between figures from different 
countries, the following observations may be made: 

1. New Zealand spends more than half its money 
on social services: 51% as against 33.8% in the U.S.S.R. 
and 28.3% in the United Kingdom. 

2. To maintain an incomplete health service New 
Zealand spends 15% of its budget, as against 10.4% 
in the United Kingdom and 6.4% in the U.S.S.R.; in 
both the latter cases the range is practically complete. 
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3. There is an outstanding expenditure in the U.S.S.R. 
on education (more than twice the amount proportion- 
ally on health) whereas in the United Kingdom and 
New Zealand more is spent on health than on educa- 
tion. In New Zealand the proportion for education 
equals that in the U.S.S.R., both greatly exceeding 
that in the United Kingdom. 

4. Pensions in New Zealand (old age benefits and 
family benefits are easily the two largest items) 
absorb nearly a quarter of the budget: 2% times the 
proportion in the United Kingdom, and more than 1% 
times that in the U.S.S.R. These proportions alternate 
with those for defence, which takes roughly 2% times 
the New Zealand proportion in the United Kingdom 
and 1% times in the U.S.S.R. 

5. These features of New Zealand life—high cost of 
an incomplete health service, colossal expenditure on 
pensions, and relatively little responsibility for defence 
—require the highest rate of taxation in the world. 
Though there are many ways of looking at these things 
(pensions, for example, as a means of redistributing 
national resources), it is hard to escape the conclusion 
that the people of New Zealand are getting too little 
for too much, and that some day a rationalization of 
many schemes embarked on in too easy and uncritical 
a fashion will have to be faced. If it is not, and the 
money spent more effectively, we must accept a con- 
tinuation of much of our present costly mediocrity. 


VII. GENERAL EVALUATION 


Having passed in review the history of this matter, 
and detailed what has been done and not done and 
what it has cost, let us try to look at it in its broad 
dimensions and judge the quality of the achievement. 

The whole thing, in every particular, has been an 
exercise in supplying services (in novel ways) to the 
people. Section II told us why the emphasis was on 
service, and why those planning it were unable or 
unwilling to include in their view any serious con- 
cern for quality. Medieal, hospital and other services 
were going on—let us make them free, or more gener- 
ally available. No question was asked as to whether 
they were worth having as they were, or whether they 
could be made better. The politician had to get into 
office and stay there, and official medicine had to 
secure the best bargain it could. It was not, as might 
ideally be hoped, an opportunity for an all-round re- 
view and improvement. The old wine was to be dis- 
tributed in new bottles—let the purveyors of the pro- 
duct take care of its quality at their own expense. 

Whether any country, as it bends itself to the seem- 
ingly inescapable task of providing smaller or larger 
doses of state medicine, will ever be able to look at it 
more constructively is doubtful. Certainly New Zea- 
land did not, and has not yet done so 20 years later. 
Any important reform or betterment must still come 
up the hard way through enlightened and tenacious 
individuals or institutions which are most unlikely to 
be paid to think it out or provide it. 

There is little doubt that the people have accepted 
state medicine and seem to like it. Considerable, even 
great, humanitarian benefits have resulted, and much 
anxiety has been lifted from the minds of ordinary 
folk. The people are not in a position to judge the 
quality of the service, or to what extent they are 
getting value for their money. Up to now they have 
been content to leave those considerations to others, 
and little has been done. Times have been pretty good, 
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and the country has not yet been obliged to cut back 
any benefits. The Auckland Star (April 4, 1959), com- 
menting on “Social Security—20 years after” stated: 
“Old age pensions were born [1896] in the State 
Socialism that emerged from the depression of the 
seventies and the eighties. Social Security was inspired, 
as Mr. Nash [present Prime Minister of New Zealand] 
reminds us, ‘by personal experience of the depression 
years of the 1930's.’ The old age pensions scheme was 
severely tested by the second depression and did not 
come out unscathed. Social Security has not yet had to 
face such a test and it is devoutly to be hoped it never 
will. With that reservation it may be said to be securely 


_, established in our social and economic life, And none 


surely would wish to have it otherwise.” 

From the doctor’s point of view, the general 
practitioner is well pleased, anxious only because the 
field is open and too many seem to be coming along 
to share the good things. He is free, he is moderately 
well paid in proportion to his efforts, he has free access 
to technical and laboratory assistance. As he gets older 
he wishes he was in a scheme that provided for his 
old age. Ancillary workers are also well satisfied in a 
modest way. The specialist is not in good heart, having 
been neglected and left to fend for himself. Neither 
in the public hospitals nor in private practice has any 
rationalization been faced, and the physician who 
attempts serious medicine is likely to find the financial 
going very hard. Surgeons are a little better off but are 
obliged to waste much time in outmoded practices. 

The government may not like the “bottomless pit” 
aspects of the financial structure of the system, but 
recognizing the public appeal of the “free” services 
are loath to restrict them in any way. They are equally 
unwilling to undertake the provision of specialist ser- 
vices on an adequate basis. Both political and admin- 
istrative arms seem content to carry on with existing 
methods, and are alarmingly deaf to any suggestions 
regarding the quality of the work done. There is liter- 
ally no one whose duty it is to take an interest in this 
aspect. The total cost of the health services likewise 
seems to be accepted though it is shown to be very 
high, both relatively and absolutely, and to depend 
with other lavish outgoings on the highest taxation 
load in the western world, Nowhere does the idea 
come through to the public that there should be any 
consideration of priorities or values. Would we do 
better for the people by saving on general practitioners 
and establishing specialists? Are the health services too 
costly? Should we not cut some health costs and put 
the saving into power production, or road and traffic 
improvement? We never hear such matters as these 


debated. 

The health services is a replica of ourselves. It is a 
kindly, humane affair, uncritically purveyed, and cost- 
ing a good deal more than it need do. All the support 
has gone to service and particularly the service that 
lies nearest to the needs of the common man. The 
higher and more difficult functions have been relatively 
neglected, and a general complacency reigns supreme. 

Some day judgments as to values will have to be 
made, and the result may be very different. Now we 
seem to value the certainty and universal availability 
of simple services above all else. The day may come 
when as a community we will choose vigorous develop- 
ment of the country rather than the full complement 
of the comforts and the placebos of medicine. Though 
I have spent my life as a doctor and am proud of the 
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humane achievements of medicine and wish to see 
them become even more effective, I don’t know that I 
would not choose a geothermal power station or a good 
university site rather than say a psychiatric service for 
elderly introspective folk, if there were not enough 
money for both. Should complacency give way to 
vigorous national development, as we see it in Australia 
and Canada, we may well witness some changes. 


I am pratetal for help with the figures quoted to Mr. 
A. E, Edri deputy government stastistician; Mr. C. 
a met eal statistician, Wellington; and "Professor 
C. F. rs economics department, University of 
edie Dr. W. S. Thompson of the health depart- 
ment has oe various matters with me, and the annual 
reports of the Cenchae: ae of health, Dr. John Cairney, 
have been most valuable. Dr. Lindsay Brown discusse 
laboratory benefits, and Dr. Colin Alexander the radio- 
logical, with me. a" K. Moss advised me on dental 
benefits and Mr. Abel on physiotherapy. Dr. Arthur 
Kemp, director of the economic research department of the 
American Medical . Association, Chicago, and the consul 
for the U.S.A. in Auckland, Mr. G. M. Fennemore, helped 
me with information on the U.S. A.; the U.S.S.R. ‘legation 
in Wellington on the U.S.S.R.; and Dr. G. E. Godber, 
deputy chief medical officer at "the Ministry of Health in 
London, sent me information about the U.K. On the sub- 
ject of costs and taxation I have had the advantage of 
discussion with Mr. John Grierson, C.B.E., chairman of the 
Auckland hospital board, and Professor C. W. Dixon of the 
department of preventive and social medicine, Otago 
University. 
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LETTERS TO THE EDITOR 


SERUM CHOLESTEROL LEVELS IN 
ATHEROSCLEROSIS 


To the Editor: 


The article entitled “Serum cholesterol levels in 
human atherosclerosis”, by Paterson, Dyer and Arm- 
strong, which appears in the January 2, 1960, issue 
of Canad. M. A. J., and which states in effect that 
there is no relationship between the level of the serum 
cholesterol and the severity of atherosclerosis, is open 
to strong criticism. 


The authors apparently anticipate this criticism 
when they state: “Our experimental procedure can be 
challenged in several respects, but mainly on the basis 
that there was a lack of young persons in the series, 
that most of the patients were afflicted with psychosis 
and that resorption of lipid may have occurred in 
those who died from wasting disease processes.’ 

Apparently the only defence they can find to the 
towering criticism that their series did not include a 
young coronary group is ‘a 1936 paper by Lande and 
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Sperry which dealt with young people dying sudden 
deaths and which seemed to indicate that there was 
no relationship between the serum cholesterol and 
the degree of atherosclerosis; the cholesterol determin- 
ations, however, being performed on _ post-mortem 
blood. The authors then attempt to defend the use 
of post-mortem serum cholesterol determinations by 
stating that in a number of cases they found a good 
correlation between the pre- and post-mortem serum 
cholestero] levels. The number of cases in which such 
a comparison was made turns out to be pitifully small, 
namely six cases, and this apparently is the weak 
prop on which their elaborate thesis is based. 

It is illogical to expect a single serum cholesterol 
determination after death to be representative of the 
lipid spectrum of an individual during life. Even in 
the living person, the marked fluctuation in the serum 
cholesterol in patients with coronary artery disease, 2 
as well as the effects of environmental influences,’ * 
has been stressed. 

This study is based on 58 patients aged 60-69, as 
well as a group of older patients. It is known that the 
serum cholesterol is higher in young male patients 
with infarction and lower in older age groups with 
infarction,> indicating that hypercholesterolemia may 
be a factor of much greater importance in the patho- 
genesis of atherosclerosis in the young coronary than 
in the older coronary case. 

In this regard, in a study of 162 young coronaries 
(aged 32-45) to be reported shortly, we found hyper- 
cholesterolemia in over 50% of the series. Reports in 
the literature-indicate that an elevated serum choles- 
terol is present in from 44.3% to over 75% of series 
of patients with coronary heart disease.*-® Furthermore, 
the report of the Technical Group of the Committee 
on Lipoprotein and Atherosclerosis? indicated that in 
5000 healthy men who were followed up for two 
years, 72% of those developing coronary artery disease 
came from the half demonstrating initially higher 
cholesterol levels. The high incidence of coronary 
artery disease in patients with hypercholesterolemic 
xanthomatosis, the development of coronary artery 
disease in a young eunuch with hypercholesterolzmia,’° 
and the loss of immunity to atherosclerosis which occurs 
in young women with hypercholesterolemia™ further 
highlight the importance of hypercholesterolemia in 
the pathogenesis of atherosclerosis. 

The authors concede that above levels of 300 mg. 
% hypercholesterolemia may be harmful, but not so 
below this level. One must ask, is it logical to try to 
lower the serum cholesterol] at a level of 320 mg. % 
but not at a level of 290 mg. % ? 

Cholesterol is undoubtedly not the only factor that 
plays a role in the pathogenesis of atherosclerosis, but 
the available evidence indicates that it is a factor of 
importance. 

Other criticisms which can be levelled at this article 
include the absence of figures as to how many of the 
more severe cases of atherosclerosis in this series 
suffered from hypertension and diabetes, since these 
latter conditions can increase the severity of athero- 
sclerosis even in the presence of normal serum choles- 
tero].?2-15 

One last point should be made. Contrary to the 
opinion of the authors, the work of Ackerman’ and 
Wilens** would indicate that debility can result in a 
marked lessening of the degree of atherosclerosis. Such 
debility is much more likely to be present in a group 
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of psychotics and elderly patients, The authors do not 
give us the terminal heights and weights of their 
patients, they do not tell us how many died of debili- 
tating diseases, and they do not correlate in each case, 
as they should in a series of this sort, the final weight 
and degree of debility with the serum cholesterol and 
the degree of atherosclerosis found at post-mortem 
examination, 

H. Z. Pomerantz, M.D., F.A.C.P. 


Medical Arts Building, 
Montreal, Quebec, 
January 5, 1960. 
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To the Editor: 


I welcome your suggestion that I compose a short 
reply to Dr. .Pomerantz criticism of our paper on 
“Serum cholesterol levels in human atherosclerosis”. 
I will try to be brief. 

It seems to me that most of Dr. Pomerantz’s criti- 
cisms have been answered by the data already 
presented in the paper in question and in our previous 
publications on the subject. For example, in Fig. 2 
of our recent paper we presented evidence that re- 
sorption of lipid from atherosclerotic plaques does not 
occur in persons who had lost a lot of weight; and the 
same thing was dealt with in more detail in our 
papers in Canad. J. Biochem. & Physiol., 35: 869, 1957, 
and Circulation, 18: 494, 1958. Likewise, the effect of 
hypertension on the atherosclerotic process was dis- 
cussed both in our recent paper and in a subsequent 
publication in the issue of the Journal for January 
9, 1960. 

But I cannot forego a comment on his “towering” 
criticism that our series did not include a young 
coronary group. Does he really regard coronary oc- 
clusion as a disease of the young? This has ngt been 
my experience: like cancer, it has been much more 
common after the age of 50 than in younger persons. 
Nor do I know of any evidence that the atherosclerotic 
process in the young is different from that in tie old, 
or in the middle-aged. This point was discussed at 
the panel on “Conflicting concepts of atherogenesis” 
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at the American Heart Association meeting last October. 
The two other pathologists on the panel agreed with 
me that there was no apparent difference, although 
another panellist (a physiologist) seemed dubious. 

Finally, Dr, Pomerantz asks “is it logical to try to 
lower the serum cholestero] at a level of 320 mg. % 
but not at a level of 290 mg. %?” I leave this to his 
clinical judgment. And I would remind him that there 
are other constituents of the blood serum that may 
be harmful at levels only slightly above normal. But 
I do not wish to make much of this. Personally, I 
would not worry about the serum cholesterol except 
when it is inordinately high, i.e.—in the range of 400- 
600 mg. %. One reason for this unorthodox view is that 
the 12 men in our entire series who had mean 
cholesterol levels in the range of 300-400 mg. % 
survived on the average for 67 years—not much less 
than the allotted span of three score years and ten. I 
would be more concerned about a patient’s blood 
pressure and psychological behaviour pattern than 
about a trivial elevation of his serum cholestero] to 
320 mg. %. 

J. C. Paterson, M.D. 

Department of Medical Research, 
The University of Western Ontario, 
London, Ontario, 
January 11, 1960. 
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PUBLIC HEALTH 


SURVEILLANCE REPORTS OF 
EPIDEMIC OR UNUSUAL 
COMMUNICABLE DISEASES 


INFLUENZA 


A widespread outbreak of an influenza-like illness has 
been reported from Placentia Bay and Merasheen, New- 
foundland. The onset is abrupt with fever, prostration, 
weakness, anorexia and hacking cough, Several cases are 
complicated by pneumonia and otitis media. It affects 
mainly children under 12 years of age. 

From Terranceville and Little Bay East, Newfoundland, 
it is reported that about 30 cases of an influenza-like 
illness have occurred, affecting children and adults. The 
children are suffering mainly from gastric symptoms with 
severe vomiting and high temperature, Headaches are the 
main symptom among the adults. 


PsITTACOSIS 


One case of psittacosis has been reported from Winnipeg. 
The patient is an express messenger who has been handling 
shipments of budgerigars. 


SHIGELLOSIS 


Thirty cases of bacillary dysentery due to Shigella 
sonnei have been confirmed in Trail, Warfield, Montrose 
and Fruitvale, British Columbia. One case was discovered 
in East Trail in September. In December, another case 
was confirmed, During January, the incidence increased 
sharply, mainly in Montrose. 
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TYPHOID FEVER 


Five cases of typhoid fever, all in children, have been 
reported from Winnipeg. The source was an unknown 
carrier who baked a cake for a birthday party. 


INFECTIOUS HEPATITIS 


From New Canaan, King’s County, Nova Scotia, 11 
cases of infectious hepatitis have been reported. 


ECHINOCOCCOSIS 


During a lung resection operation at the Willow Chest 
Centre in Vancouver, echinococcal cysts were found in the 
lung of a 65-year-old woman from Courtenay, British 
Columbia. 


MALARIA 


Malaria was diagnosed in a woman aged 30 from Van- 
couver. She recently returned to Canada after a three-year 
stay in the West Indies, Malaria was endemic in the dis- 
trict where she was living but she had had no previous 
attack. 


TRICHINOSIS 


Five cases of trichinosis occurred in the province of 
Quebec in 1959. Details of these cases follow: 

1. Female, 29 years old, of Windsor Mills, Richmond 
County, born in Canada. Diagnosis was made from positive 
sero-agglutination to Trichinella spiralis. The source of in- 
fection was not identified but it appears that the woman 
is fond of pork. Good recovery. 

2. Female, 61 years old, of Montreal; came from Italy 
five years ago. The laboratory reported a positive sero- 
agglutination to Trichinella spiralis and a pronounced 
eosinophilia. The patient ate pork sausages. Good recovery. 


3. Female, 36 years old, of Montreal; came to this 
country four years ago. The clinical diagnosis was con- 
firmed by an eosinophilia of 40%, and Trichinella spiralis 
was isolated from a biopsy of a leg muscle. An eosino- 
philia of 37% has also been observed in the blood of her 
husband. No information available on the source. 


4. Female, 38 years old, and her two children, a boy 
2 years old and a girl 4 years old, of Beloeil. The source 
of infection is not known. Good recovery. 


5. Male, 29 years old, of Sherbrooke, born in Canada. 
Clinical diagnosis was confirmed by positive sero-agglutina- 
tion for Trichinella spiralis. It appears that the patient eats 
only pork meat. Good recovery. 


All these patients were admitted to hospital. 


MEASLES 


Indian and Northern Health Services.—At Fort McPherson, 
N.W.T., an outbreak of measles has involved about 40% 
of a population of 400, the total number of cases being 
160 in children and 9 in adults. The following complications 
occurred: pneumonia in 29; otitis media in 21; styes in 23. 
Seven babies under one year had an atypical type of 
measles, suggestive of rubella. Several upper respiratory 
infections, without rashes, were noted during the out- 


break. 


International Reports 
INFLUENZA 


United States—Reports of outbreaks of respiratory dis- 
ease have been received with increased freqyency. Texas 
and Southern California, in particular, report widespread 
waves of febrile respiratory disease. Major outbreaks are 
occurring in Los Angeles, California, in several cities in 
Texas, and in Detroit, Michigan. Other states reporting 
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major outbreaks are Iowa, Kentucky, Ohio, Tennessee, 
Nevada, Utah and Hawaii. 


The outbreaks in Detroit, Michigan, and Columbus, 
Ohio, are confirmed as being due to A2 influenza virus. . 
This strain has been also isolated in California, Iowa and 
Texas. 


Further reports indicate the continuation or the extension 
of known outbreaks of clinical influenza, and the appear- 
ance of outbreaks in new areas. Other states reporting 
sharp rises in the occurrence of febrile respiratory disease 
include Arizona, Massachusetts, Mississippi, Pennsylvania, 
West Virginia and the District of Columbia. Significant 
urban epidemics appear to be occurring in Boston and 
Pittsburgh. 


A2 influenza virus has been isolated in 10 states, among 
them California (Los Angeles), Illinois, Missouri and 
Pennsylvania, and the District of Columbia. Type B in- 
fluenza virus has been isolated in Louisiana. 


Public health officers have been urged to be alert for 
outbreaks of febrile respiratory disease and the possibility 
that influenza may appear in epidemic form on a broader 
scale. All laboratories collaborating with the International 
Influenza Centre have been asked to report any isolations 
of influenza virus. 


British Honduras.—An explosive outbreak of febrile respir- 
atory disease in a small town in British Honduras was 
reported to the Pan American Health Organization. About 
one-half of the inhabitants have been ill with an acute 
febrile disease with malaise, headache and myalgia. Oc- 
casional pneumonia complications have occurred in the 
very young and the very old. 


Europe.—Outbreaks of influenza were reported during 
December from Spain, Italy (in Geneva, A2 and B 
viruses were isolated) and Switzerland. 


SMALLPOX 


U.S.S.R.—Ten cases of smallpox, with one death, were 
reported from Moscow on January 21, 1960. The patient 
who died had returned recently from India and the diagnosis 
was made before death occurred. A mass vaccination 
campaign is under way. Valid vaccination certificates are 
required for all persons entering the country. 


PLAGUE 


United States——During 1959, four cases of plague were 
reported in three states. Two of the cases occurred in 
California—in a boy camping in Yosemite National Park 
and in a veterinarian living in Tuolumme County, A fatal 
case occurred in a young girl in Bernalillo County, New 
Mexico, and a laboratory-acquired case of pneumonic 
plague was reported in Frederick County, Maryland. These 
are the first cases of plague to be reported in the United 
States since 1956, when a case was reported in Ventura 
County, California. 


RABIES 


United States.—Five cases of human rabies were reported 
in 1959: in Alabama, in a woman bitten by a dog; in 
Indiana, in a boy (source of infection undetermined); in 
Wisconsin, in a man bitten by a bat; in Georgia, in a boy 
bitten by a dog; and in Missouri, in a man (source of 
infection unknown), Only one received anti-rabies treat- 
ment. 
Epidemiology Division, Department of 
National Health and Welfare, Ottawa, 
Ontario. 

January 30, 1960. 
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Dr. C. WALTER MurRPHY Dr. A. D. KELLY 


150 St. George Street, Toronto 5 


AN APPEAL 
Fellow—members of C.M.A.: 


The calls for help from the doctors and peoples of lands less 
fortunate than ours have become more persistent. The medium through which 
they come, and through which, just now, we can best respond is The World 
Medical Association, of which we of the C.M.A. are a member. 


Desiring to respond more effectively but limited in its functions 
by lack of funds, W.M.A. has now appealed to its 55 member associations to 
increase their contributions. Some simply cannot do so. The more—favoured 
nations can, and these—including Canada—have pledged ourselves to make 
substantial increases. This has been done in the confident expectation that 
our various national supporting committees will raise the necessary funds. 


The Canadian Supporting Committee is now endeavouring to raise 
Canada's part and is making an appeal to doctors and other citizens and to 
corporations to take membership in this Committee and so to contribute to 
the need. 


We aré satisfied that this organization, properly supported, can 
subserve a very ‘useful function as the "United Nations" of Medicine. Will 
you please help by completing and sending in the form with your 
contribution. Dr. Kelly will see that you get an official receipt for same. 
Many thanks. 


Chairman. 





As an example of the humanitarian activities which have been aided by 
the funds of the Canadian Supporting Committee to W.M.A., it is a pleasure to 
report that two Canadian colleagues visited Canadian medical missions in India 
and Africa in the autumn of 1959. In cooperation with the Evangelical Medical 
Missionaries Aid Society the travelling expenses of Dr. Glen Smith of Vancouver 
and Dr. Robert Salter of Toronto on visits to India and to Northern Africa 
respectively, were underwritten. The benefits of such teaching missions are 
incalculable and all reports indicate that the efforts of our colleagues were 
greatly appreciated. To Dr. Glen Smith and to Dr. Robert Salter we: express our 
gratitude for their contribution of time and talent to a worthy project which 
is in the best tradition of Canadian medicine. 
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Dr. A. D. Kelly, 
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Honorary Secretary—Canadian Supporting Committee to W.M.A., 


150 St. George Street, 
Toronto 5, Ontario. 


Please enroll me as a member of the Canadian Supporting Committee, 


The World Medical Association as a 


Individual member at $ 10.00 
Sustaining ™ ” 50.00 


I enclose cheque for $ 


Life member at $250.00 


as my contribution. 





OBITUARIES 


DR. WILLIAM GERARD COLWELL, 58, a promin- 
ent Halifax obstetrician and gynecologist, died of a 
heart attack on January 13 while attending patients in 
his office. He had been in failing health for the past 
six months. Born in Saint John, N.B., he was the son 
of the late R. B. Colwell and Mrs. Colwell. He 
graduated in medicine from Dalhousie University in 
1923, and did postgraduate work in Boston, followed 
by three years on the staff of the Royal Victoria Hospi- 
tal in Montreal. He returned to Halifax and established 
his practice in 1928. He was a member of the staff 
of the Victoria General Hospital and the Grace Mater- 
nity Hospital, and was a clinical professor of obstetrics 
and gynecology at Dalhousie University. 


Dr. Colwell was a member of the First Baptist 
Church and was active in the city’s fraternal organiza- 
tions. He was always interested in sport, and was a 
past-president of the Nova Scotia Football Association. 
He did a great deal to promote football at Queen 
Elizabeth High School and at Dalhousie University. 
In addition, he was a very active member of the local 
and provincial medical societies, and seldom failed to 
attend the meetings. Dr. “William” will be sorely 
_ missed by all of us. 


Surviving are his mother, Mrs. R. B. Colwell, his 
widow, the former Ottilie Matthewman of Ottawa, and 
a daughter, Barbara Elizabeth, at home. W.K.H. 


DR. HARRY DOW O'BRIEN, aged 57, president of the 
Medical Council of Canada and a- prominent Halifax 
surgeon, died suddenly on January 17 at his home. 


At the time of his death he was assistant professor 
of surgery at Dalhousie University medical school, as- 
sociate surgeon to the Victoria General Hospital, medi- 
cal adviser to the Nova Scotia Hospital Insurance 
Commission and a member of the advisory Committee 
and consultant in surgery at Camp Hill Hospital. 


Born in Elmsdale, N.S., on July 8, 1903, he was the 
son of the late Dr. Robert F. O’Brien and Winnifred 





Dow O’Brien. He came to Halifax with his family in 
1910 and was educated at Morris Street School and 
the Halifax Academy. 


He graduated from Dalhousie University in 1927 
with the degree of M.D., C.M., and later became a 
Fellow of the American College of Surgeons. 


In 1939 he joined the R.C.A.M.C. and was posted to 
No. 7 Canadian General Hospital as surgical specialist. 
He proceeded to England with that unit and in 1943 
was transferred to Italy where he became officer in 
charge of surgery with No. 5 Canadian General Hospi- 
tal with the rank of lieutenant-colonel. At the end of 
the war he returned to private practice in Halifax. 


Dr. O’Brien was very prominent in medical circles 
in both Canada and the United States. At the time 
of his death, in addition to being president of the 
Medical Council of Canada, he was a governor of the 
American College of Surgeons. 


He had also served as president of the Halifax 
Medical Society, as president of the Provincial Medical 
Board of Nova Scotia and as a member of the execu- 
tive of the Nova Scotia Medical Society. He was a 
member of Phi Kappa and Phi Chi fraternities. 

Dr. O’Brien was twice married, his first wife, Dr. 
Marion Irving, having predeceased him. He is sur- 
vived by his widow, the former Jean B. Murray of 
Halifax, a son, John Dow Morton, at home, a sister, 
Mrs. Anna F. Blair of Vancouver, and a_ brother, 
Robert F, O’Brien, Halifax. W.K.H. 


AN APPRECIATION*® 


During the past week, Halifax has suffered the loss 
through death of two distinguished members of the 
medical fraternity, Dr. William Colwell and Dr. Harry 
O’Brien. Both were men of prominence in their chosen 
fields, men who will be missed not only on the local 
scene but in the national circle of which they were 
a recognized part. They, too, were men who contributed 


*Editorial in the Halifax Mail-Star, January 19, 1960. 
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something substantial to the development of thera- 
peutic practice in this area. 


Writing from the point of view of the layman, one 
can have only pride in the tremendous advance which 
medicine has made in this part of Canada during the 
past few decades. It is not difficult to recall the day 
when most operations or treatments required a trip 
to Montreal or Boston. A radical change has taken 
place within the past generation, however, and Halifax 
has become a centre of consequence in the medical 
world. Certainly, the people of Nova Scotia have dis- 
covered in their capital city that which gives them con- 
fidence in their fight against disease. In no small 


measure, Drs. Colwell and O’Brien contributed to that _ 


growth. 


Each of these men had studied in different places 
and then brought the acquired knowledge and skills 
back to this province. There has been a great deal of 
nonsense voiced about concerning the lack of oppor- 
tunity in this land beside the sea. The truth is here 
illustrated that for the man of ability and initiative 
there is as big a challenge here as elsewhere. Nor is 
recognition denied. Right here in Halifax there was 
achieved a prominence which was honoured throughout 
Canada and beyond. 


There is a philosophy of immortality which is best 
expressed through the phrase, “The good that men do 
lives after them.” Remembering the role of teacher in 
which each of these men functioned is to realize that 
their capacity for good lives on in the work of the 
scores of doctors to whose training they contributed. 

The hardship and exactitude of the faithful practice 
of medicine and surgery is revealed by the comparative 
youth of Drs. Colwell and O’Brien. In each one there 
was something of the flagellant. It is more of that spirit 
of self-sacrifice and dedication that is needed in Nova 
Scotia. It is because such qualities were evident in 
these two men that the people of this province must 
be forever in their debt. 


DR. THOMAS J. JOHNSTON, 79, died on December 
18 in St. Andrew’s Hospital, Midland, Ont. He was 
born in Carthage, Ont., and in 1908 he graduated in 
medicine from the University of Toronto. After intern- 
ing at the Hospital for Sick Children in Toronto, Dr. 
Johnston spent a year doing postgraduate work in a 
hospital in London, England. On his return to Canada 
in 1910, he set up a practice in Midland and remained 
there for the rest of his life. 


A son and a daughter survive him. 


DR. S. B. MacMILLAN, 72, died in Toronto on 
December 2. He was born in Isaac’s Harbour, N.S., 
and attended Dalhousie University, but graduated in 
medicine from McGill University in 1910. After taking 
postgraduate courses in Europe and the U.S.A., Dr. 
MacMillan practised in Prince Albert, Sask., and was 
the first man in western Canada to have x-ray equip- 
ment. This he presented to the Prince Albert Hospital. 
For pioneer work in the field of medicine, he was 
given an honorary doctorate by the University of 
Saskatchewan. Dr. MacMillan was medical officer of 
health at Prince Albert, medical superintendent for the 
RCMP, western medical officer for the CNR and chief 
surgeon for the Saskatchewan Indian reserve. Later he 
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moved to Toronto, where he specialized as an eye, ear, 
nose and throat surgeon until a year ago. 

Dr. MacMillan is survived by his widow, a daughter 
and a son. 





PROVINCIAL NEWS 


ONTARIO 


Dr. K. J. R. Wightman has been appointed head 
of the department of medicine at the University of 
Toronto, succeeding Dr. Ray Farquharson, who retires 
June 30. Dr, Wightman will also succeed Dr. Farquhar- 
son as the Sir John and Lady Eaton professor of 
medicine at the University and as physician-in-chief at 
the Toronto General Hospital. 

Keith John Roy Wightman was born at Windsor, 
Ont., 45 years ago. In 1932, he entered the Faculty of 
Medicine at the University of Toronto and, after winning 
two scholarships, a fellowship and a gold medal, gradu- 
ated first in his class in 1937. He took his postgraduate 
training at the Toronto General Hospital and Cam- 
bridge, England. Dr. Wightman served overseas with 
the Canadian Army in World War II, being posted 
to casualty clearing stations. He held the rank of 
Major. He joined the Faculty of Medicine as an 
associate in 1947 and was appointed professor in 
1958. 


NEW BRUNSWICK 


The new wing of the Victoria Public Hospital in 
Fredericton was officially opened by the Hon. Dr. 
McInerney, Minister of Health and Social Services, on 
January 5. Two floors lave been in use for two months, 
and the wing will eventually have 97 additional beds. 
Dr. C. A. MacVey, chairman of the board, reviewed the 
history of the hospital from the time it was opened 
by Lady Tilley in 1887. 


Staff appointments at the Saint John Hospital for 
1960 included the formation of a department of 
urology with Dr. J. K. Sullivan as chief of service. 
The department of general practitioners, with Dr. S. 
D. Clark as chief of service, has established an out- 
patient clinic staffed by 18 general practitioners to 
care for all indigent patients who are emergency cases 
and do not have their own doctor. This group of 
clinicians may treat such emergencies or refer them 
to various specialist clinics in the outdoor department. 

A. S. KimKLAND 


The writer of these notes, Dr. A. Stanley Kirkland, 
retired from the staff of the Saint John General Hospital 
on December 31, 1959, after 38 years’ service in 
the institution of which the period from 1922 to 1956 
was spent as director of the diagnostic and therapy 
radiological services and the final years as assistant 
to the hospital director, Dr. C. R. Trask. Dr. Kirkland 
was appointed to the consulting staff of the hospital 
as emeritus director of the radiology department. On 
retirement he received presentations from the com- 
missioners of the hospital and the employees of the 
hospital at a farewell party chaired by Dr. C. B. Peat, 
a hospital commissioner. Speakers at this occasion 
were Dr. C. R. Trask and Mr. James Kerr, representing 
the employees. 
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ABSTRACTS from current literature 
MEDICINE 


Left Ventricular Activation Time in Left Ventricular 
Hypertrophy and in Left Bundle-Branch Block. 
T. Wana: Circulation, 19: 873, 1959. 


In patients with clinical left ventricular hypertrophy, 
the interval from the onset of the initial deflection to 
the nadir of the S wave in V, was prolonged. This 
finding strongly suggests that this interval represents 
left ventricular activation time in cases of left ven- 
tricular hypertrophy with or without associated left 
bundle-branch block. 

The nadir of S,, occurred earlier than the peak 
of R,, only in cases of left bundle-branch block. This 
phenomenon appears to offer a useful criterion for the 
clinical diagnosis of left bundle-branch block. 

It is concluded that in left bundle-branch block a 
considerable portion of the left ventricle begins its 
activation at the norma] time and in a normal manner. 
Only that portion of the left ventricle supplied by 
the blocked part of the left bundle is depolarized later. 
This concept implies that complete functional block 
of the entire left bundle is doubtful, but that in prac- 
tically all instances of left bundle-branch block, the 
block is incomplete. S. J. SHANE 


Mitral Incompetence Caused by Disease of the Mural 
Cusp. 


P. G. F. Nixon, G. H. Wooier anp L. R. RapIGANn: 

Circulation, 19: 839, 1959. 

A finding that has received little attention in the 
literature was present in 12% of 240 patients with 
mitral valve disease. The characteristic clinical feature 
was the presence of mitral opening snaps in patients 
with mitral incompetence. The valve was examined at 
cardiotomy in 11 cases, and the cause of regurgitation 
in each was disease of the mural cusp only, the aortic 
leaflet being pliant and mobile. 

Since in none of the patients reported was there an 
effective mural cusp, and since some had consider- 
able regurgitation, it follows that mitral opening snaps 
may be produced by movement of the aortic leaflet. 

It has been found possible at open heart operation 
to relieve the regurgitation of mural cusp disease by 
suturing a prosthesis to the mural cusp in such a 
way as to form a cushion against which the aortic 
leaflet can close in systole. It is suggested by these 
workers that the condition is best treated before 
dilatation of the mitral annulus occurs. 5S. J. SHANE 


Differential Lung Function in Atrial Septal Defect. 
H. A, FLEMING: Circulation, 19: 856, 1959. 


In atrial septal defect a greater than normal pro- 
portion of the blood flow is through the right lung. 
This flow may be considerable and can often be 
suspected from the postero-anterior chest film and may 
be confirmed by bronchospirometry. At operation the 
right lung or anomalously draining lobes are often 
found to be unduly voluminous and more rigid than 
the normally draining lung. 

Various explanations for these findings are offered. 
The most attractive invokes the preferential draining 
of the blood from the right lung across the defect. 
The enlargement of the heart into the left chest may 
also contribute to the situation. It is possible that 
both these factors are involved. S. J. SHANE 
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Effect of Combined Administration of Amino-Binding 
Substances in Hepatic Encephalopathy. 


W. K. Younc et al.: Am. J. M. Sc., 238: 60, 1959. 


A mixture of two ammonia-binding substances, L- 
arginine and monosodium L-glutamate, was adminis- 
tered to 11 patients with hepatic encephalopathy 
associated with Lennec’s cirrhosis. Although arterial 
ammonia levels were found to be reduced significantly 
in all cases, only two of the patients improved suf- 
ficiently to permit discharge from the hospital. In 
spite of a slight increase in total cerebral oxygen 
consumption and cerebral blood flow, there was no 
correlation between these values, the arterial am- 
monium levels, or the clinical status of the patients. 
It is reiterated that endogenous ammonia alone is 
probably not the sole neurotoxic factor in the spon- 
taneous encephalopathy of patients with severe liver 
disease. Therefore, it should not be surprising that 
ammonia-binding amino acids alone or in combination 
do not induce appreciable clinical improvement in 
all cases of hepatic encephalopathy. These findings, 
however, do not preclude their use as an adjunct in 
the treatment of hepatic encephalopathy. 

S. J. SHANE 


Cholesteryl Ester Fatty Acids in Atheroma and Plasma. 

A. S. Wricut, G. A. T. Pirr Anp R. A. Morton: Lancet, 

2: 594, 1959. 
Investigations are reported which were aimed at 
establishing the difference in saturation between choles- 
teryl esters in normal blood and atheromatous tissues. 
Reference is made to three reports on this same in- 
vestigation by other authors, published when the 
present experimental work was almost complete, and 
the results of these reports are tabulated for com- 
parison with those of the authors. 

Cholesteryl ester fatty acids (C.F.A.) in plasma were 
found to have a higher iodine value and linoleic-acid 
content, and a much lower saturated-acid content, than 
the C.F.A. from aortas. C.F.A. from plaques in the 
aortas were found to be similar to those of walls of 
atheromatous aortas and not to show large differences 
from those in coronary arteries. The essential fatty 
acid content of C.F.A. in the plaques or atheromatous 
tissue was no lower than in normal healthy aortas. 
Striking differences between the results of the authors 
and those of other workers were found and the reasons 
for this are discussed. It points to a confused picture 
and discrepancies which are too great to support 
the theory of atherogenesis based on differences in 
C.F.A. in plasma and atheroma. W. Grosin 


Operability of Patients with Pulmonary Hypertension. 
A. Actis-Dato AND A. TARQUINI: Circulation, 19: 821, 
1959. 
The technique of temporary occlusion of the patent 
ductus arteriosus during right heart catheterization 
provides useful data for evaluation of patients with 
ductus arteriosus complicated by severe pulmonary 
hypertension with or without reversed shunt. 

A fall in pulmonary arterial pressure after closure 
of the ductus with a balloon-equipped catheter is an 
indication for surgical occlusion. A rise in blood pres- 
sure in the pulmonary artery after closure of the ductus 
is a contraindication. When the pressure remains un- 
changed the patient should be subjected to moderate 
effort; a rise of pressure will then be a contraindication 
for the operation. No difficulties or complications have 
been encountered. S. J. SHANE 
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Effect of Chlorpromazine on Survival Time and Mesen- 
teric Blood Flow in Experimental Shock. 


F. G. Incuis, L. C. Hampson anp F, N. Gurp: Ann. 
Surg., 149: 43, 1959. 


Hypothermia and sympatholytic drugs have been used 
to help enable the completion of surgical procedures 
which might be expected to produce lethal shock. 
Chlorpromazine and Dibenamine are components of 
the “lytic cocktails” used in the prevention of shock 
from hemorrhage. The use of chlorpromazine in the 
treatment of shock was investigated at McGill Univer- 
sity. The antisympathetic effect of the drug seems the 
opposite of effects of the adrenal medullary drugs’ 
favoured in the treatment of hypotension. It acts in a 
favourable way on the peripheral vascular bed. 


The experiment showed that chlorpromazine pro- 
longs survival in lethal hemorrhagic shock from 3.20 
hours to 8.06 hours. Mesenteric blood flow in hzemor- 
rhagic shock was increased from 5.98 c.c. per minute 
per kilogram in the control group to 10.25 in the 
treated group. 

It is suggested that chlorpromazine be used in small 
intravenous doses in conjunction with adequate blood 
replacement in attempts to salvage some clinical cases 
of “irreversible shock”. Burns PLEWES 


Inheritance of Gall Bladder Disease. 
C. E. Jackson AND B. C. Gay: Surgery, 46: 853, 1959. 


One hundred consecutive patients undergoing gall 
bladder surgery were the basis for this investigation. 
Each was questioned about his relatives and where 
possible the relatives were contacted and examined. 
Any surgical or autopsy reports pertaining to the 
relatives were also checked. In 72% of these families, 
suggestive evidence of gall bladder disease was found 
in a parent, sibling or child of the patients. Evidence 
is presented that gall bladder disease may be in- 
herited as a sex-linked dominant condition. In one- 
third of the patients; one or the other of the parents 
was found to have definite evidence of gall bladder 
disease. T. A. McLENNAN 


Alkalosis of Alimentary Origin in Surgical Patients. 
B. Rircure AND A. N. Smita: Brit. J. Surg., 46: 625, 
1959. 


In pyloric obstruction excessive loss of acid by vomit- 
ing, often combined with excessive intake of alkali, 
may result in severe alkalosis. The condition is often 
aggravated by gastric aspiration. Blood chemistry 
studies will find high alkali reserve, lowered plasma 
chloride level and reduced sodium and potassium levels. 
Of four cases in Glasgow, three had chronic duodenal 
ulcer and one had carcinoma of the pylorus. In three 
the urine was acid: the explanation assumes the 
replacement of intracellular potassium by hydrogen 
ions. Thus potassium administration allows the hydro- 
gen ions to revert to the extracellular space with 
consequent reduction of alkalosis. Marked renal 
damage was found in each patient, presumably due 
to alkalosis, dehydration and potassium loss, .« 


Since biochemical balance is precariously main- 
tained with intravenous therapy, normal feeding should 
be resumed as soon as possible. Therefore, surgical 
correction of the pyloric obstruction should be done as 
soon as the patient’s condition permits. BurNs PLEWEs 
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Segmental Renal Ischzmic Atrophy. 


H. J. Kiapprotru, H. Taxacr aNp A. C, CoRcoRAN: 
Surgery, 46: 1084, 1959. 


Four uni-nephrectomized dogs were used as the subjects 
in these experiments, Branches of the arterial supply 
to the upper pole were occluded for an average of 46 
days. Various renal function tests were carried out; 
biopsies were taken and blood pressure levels checked. 
The animals were left for 56 days, at which time they 
were sacrificed and the tissues studied histologically. 
Removal of the arterial constriction did not relieve 
the hypertension, which had developed two weeks 
after the application of the clips: there was no morpho- 
logical recovery of the atrophic renal segments. Hyper- 
trophy of the unaffected segments obscured the effects 
of the atrophic areas on the composition of the urine. 
The authors suggest that arterial reconstruction of 
diseased segmental renal arterial branches will probably 
not be effective in the relief of hypertension and post- 
occlusive renal changes, unlike such procedures in 

occlusive lesions of main renal arteries. 
T. A. MCLENNAN 


Inferior Mesenteric Vascular Occlusion: Sigmoidoscopic 
Diagnosis. 
R. Carter et al.: Surgery, 46: 845, 1959. 


Three cases of vascular occlusion of the inferior mesen- 
teric artery are discussed. The ages of the three men 
varied from 68 to 73 years. In each case severe ab- 
dominal pain and tenderness were associated with 
gross blood in the stools. Sigmoidoscopy above the 
six-inch level revealed cyanosis, discolouration, and 
ulceration of the mucosa, in varying degrees. This is 
in accordance with Niederstein’s dictum that the 
mucous membrane is the part of the intestine most 
sensitive to ischemic change. 

These patients are usually in poor condition and 
do not tolerate extensive surgery. Obstructive resec- 
tion of the left colon with transverse colostomy and 
a distal mucous fistula are probably the procedures of 
choice. T. A. McLENNAN 


The Development of Carcinoma of the Large Intestine 
in Ulcerative Colitis. 


I. M. P. Dawson anp J. Pryse-Davies: Brit. J. Surg., 
47: 113, 1959. 


In a series of 663 patients with ulcerative colitis at 
the Gordon Hospital, 2.9% had large-bowel carcinoma. 
The development of cancer is related to the duration 
of the colitis rather than to the patient’s age, and the 
average age at time of diagnosis of carcinoma was 
younger than that of patients without colitis. Strictures, 
early metastases and infiltration beyond the colon were 
features in these cases. Polyps were often present and 
included adenomatous, pseudopolypoid and transitorial 
types. 

The prognosis is poor because the diagnosis of 
carcinoma is difficult in these patients. Cancer develops 
in the quiescent remaining rectum as well as in the 
chronic and active colon lesions, especially in associa- 
tion with stricture. 

The average duration of colitis before the onset of 
carcinoma was 17.8 years. Of the 127 patients who had 
had ulcerative colitis for more than 15 years, 13 de- 
veloped cancer of the bowel—an incidence of 10.2%. 

' Burns PLEWEs 


(Continued on page 507) 
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THERAPEUTICS 


Chlorpropamide in the Treatment of Diabetes Mellitus. 
D. Jackson AND W. Oakey: Lancet, 2: 752, 1959. 


Chlorpropamide (1 - (p-chlorobenzenesulphonyl) - 3 - 
propyl urea, Diabinese) was administered to 126 dia- 
betic clinic patients. Some 50% of this number had 
either relapsed or failed to respond to tolbutamide. In 
89 cases satisfactory control of diabetes was obtained, 
even in those who previously required 40 units of 
insulin per day. It has to be administered for as long 
as seven days before its full pharmacological effect 
becomes apparent. 

The incidence of toxic effects was low when the 
maximum dose did not exceed 375 mg. daily. Two 
patients became extremely depressed but recovered 
when the drug was stopped, two patients developed a 
generalized, erythematous macular rash 10 to 14 days 
after treatment was begun, and one complained of 
nausea and abdominal discomfort. Fifteen patients 
developed hypoglycemic symptoms which were re- 
lieved by administration of 10-20 g. of carbohydrate. 

The patient’s age and duration of diabetes did not 
seem to have any bearing on the response to chlor- 
propamide. In the seven months since treatment was 
introduced, only five cases had relapsed after a 
period of good control by chlorpropamide. Three of 
these were cases complicated by some other un- 
related medical condition and two were in young 
ketotic diabetics. Preliminary results suggest that 
diabetes induced by steroid treatment can also be 
controlled by chlorpropamide. W. GrosIN 


Pulmonary Resection for Drug-resistant Cavitary Tuber- 
culosis. 


W. R. Wess: Am. Rev. Tuberc., 79: 780, 1959. 


Temporary protection was conferred by viomycin com- 
bined with thiazosulfone or pyrazinamide on 62 tuber- 
culous patients who underwent 68 pulmonary resections 
and were followed up from four to 56 months. Of this 
group, 83.8% are clinically well, although only 69% 
have been free of tuberculous complications since 
surgery. In this group of patients, the mechanical 
factors that prevent cavity closure, regardless of the 
duration or nature of medical therapy, continue to be 
impressive. Viomycin along with pyrazinamide appears 
to be of value as a temporary protection in excisional 
therapy for tuberculous lesions in which the bacilli are 
resistant to the major antituberculous drugs. 

S. J. SHANE 


Treatment of Clotted Hzemothorax with Fibrinolysin. 
C. A. HarpiIn AND W. Leo: Dis. Chest, 36: 37, 1959. 


Lysis and aspiration of a clotted hzmothorax by 
means of an effective enzymatic agent is highly 
desirable. Various enzymes have. been used for this 
purpose but all have certain disadvantages. Trypsin 
produces an irritative “pleural pain” effect on injection 
and often a toxic reaction due to the enzyme itself 
or protein breakdown products. The inhibitor, anti- 
trypsin, normally present in the serum or exudates, 
rapidly increases in concentration after the use of 
trypsin. This may require increasing dosage of trypsin 
with successive treatments. 
Streptokinase-streptodornase acts primarily as an 
activator and depends on plasminogen in the wound 
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exudates. Occasional pyrogenic reactions are en-— 
countered with this enzyme. Inhibitors to streptokinase 
are also present in many patients who have had strepto- 

coccal infections. 

The proenzyme, profibrinolysin, circulates in human 
and animal plasma’ and becomes activated during life 
or after death of the organism. Some of the known 
activators are streptokinase, staphylokinase, cytofibrino- 
lysokinase, adrenaline, chloroform and_ potassium 
cyanide. Fibrinolysin is an euglobin, soluble in saline, 
and when mixed with antibiotics it loses little of its 
activity. Fibrinolysin will only attack fibrin, fibrinogen 
or prothrombin. 

In this study, animal experiments were done to 
simulate postoperative. and traumatic clotted hzmo- 
thorax and to assess the effectiveness of fibrinolysin 
solution. Intrapleural administration of fibrinolysin 
solution proved to be effective in the treatment of 
experimental clotted hzmothorax in these animal 
experiments. Clinical application similarly was effec- 
tive in three of four patients. S. J. SHANE 


Retinopathy after Chloroquine Therapy. 


H. E. Hosss, A. SornsBy AND A. FREEDMAN: Lancet, 2: 
478, 1959. 


Three patients developed visual disturbances after 
prolonged treatment with chloroquine. One case was 
that of a man aged 58 with discoid lupus erythema- 
tosus. The second patient was a 60-year-old woman 
with rheumatoid arthritis, and the third patient was a 
66-year-old woman with arthritic symptoms. They all 
received the drug in daily dosages of 100-600 mg. 
for some three years before they began complaining 
of difficulties of vision. Scotomata and some loss of 
central vision were common to all three patients, and 
the main findings on fundoscopy were aggregation of 
pigment in the macule with narrowing of the retinal 
vessels. Withdrawal of the drug has apparently stopped 
further progress of retinal changes, but has not resulted 
in improvement of vision to date. 

The authors suggest that antimalarial drugs should 
be used only in short courses and the patients followed 
up with periodic ophthalmoscopic examinations. 

W. Grosin 


OBSTETRICS AND GYNAECOLOGY 


Effects of Mothers’ Smoking Habits on Birth Weight 
of their Children. 


C. R. Lowe: Brit. M. J., 2: 673, 1959. 


Obstetrical and smoking histories of 2042 pregnant 
women delivered in six Birmingham maternity hos- 
pitals were recorded during the summer of 1958. The 
mean weight of infants of mothers who smoked regu- 
larly throughout pregnancy was 6 oz. (170 g.) less 
than that of infants of mothers who never smoked 
during pregnancy; 6.93 lb. and 7.33 Ib., respectively. 
This was more than the difference in weight between 
male and female infants and between first and later 
births. It was sufficient to lower significantly the inci- 
dence of surgical induction among women smokers. 
This difference in birth weight was unrelated to 
maternal weight, age and parity, or to the complica- 
tions of, pregnancy, nor was it due to shortening of 
gestation (brought about by early onset of labour). 
It is concluded, therefore, that smoking during preg- 

nancy substantially retards fetal growth. 
R. MrrcHELL 
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BOOK REVIEWS 


CHRONIC ILLNESS IN A RURAL AREA. The Hunterdon 
Study. Vol. III of Chronic Illness in the United States. 
Ray E. Trussell and Jack Elinson, Columbia University. 
440 pp. Harvard University Press, Cambridge, Mass., 
1959. $8.25. 


This is a worthy contribution to our growing under- 
standing of the epidemiology -of chronic disease in 
modern society. It also provides much fascinating and 
detailed data on the medical care services in one 
United States community. 

“It is of major importance to note that over one- 
third [of medically disabling conditions as determined 
by clinical evaluation] were considered to have been 
either primarily or secondarily preventable and that 
the previous medical care received by 60% of these 
patients was judged to have been unsatisfactory.” 

This quotation from the preface by Morton L. Levin 
and Leonard W. Mayo whets the appetite for a more 
thorough scrutiny of the whole work, which in tum 
proves to be extremely interesting, readable and well 
grounded in sound scientifically designed investigation. 

It is of course of great interest to note the high 
incidence of chronic disabling disease: to consider how 
better those now disabled might have been handled 
in the past, by physicians and by others, in order that 
their present disablement could have been avoided. 

Still greater, however, should be our interest in the 
fact that studies of this kind are at last being done at 
all, and in their methodology. Expensive and involved 
as they may be (the staff of this study comprised 46 
persons, excluding technicians and volunteer inter- 
viewers, drawn from at least 15 specialties in medicine, 
as well as from public health nursing, social work, 
statistics and other related disciplines), more and more 
interdisciplinary studies into the background of the 
epidemiology of common diseases, and into the quantity 
and quality of medical care available and required 
for their control in our society, will have to be made 
in this country as elsewhere, before we can begin to 
be content with what is being done for the prevention 
of disease and the promotion of health. 


MICROBIOLOGY. Louis P. Gebhardt, Professor and Head, 
Department of Bacteriology, University of Utah, Salt 
Lake City, Utah, and Dean A. Anderson, Professor of 
Microbiology and Head, Department of Biological 
Sciences, Los Angeles State College of Applied Arts and 
Sciences, Los Angeles, Calif. 476 pp. Illust. 2nd ed. 
The C. V. Mosby Co., St. Louis, Mo., 1959. $5.75. 


This symposium, held in honour of the seventieth birth- 
day of Professor Waksman, consists of seven articles, 
each dealing with a different phase of microbiology 
and of course each is written by an authority in his 
field. 

A short article on “Aspects of Russian microbiology” 
is included as presented at the symposium, though 
why Russia should be singled out especially is not 
quite clear. One fact this reviewer had failed to take 
into account was that “the very first information about 
the world of micro-organisms came to Russia earlier 
than to the majority of other European countries”! 

The other subjects dealt with are microbial bio- 
chemistry, antibiotics, immunochemistry, bacterial 
classification, genetics, and microbiology in a final 
paper by Professor Waksman himself. In keeping 
with the title, each article variously compares or traces 
the past to the present in its own particular field. 
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CLINICAL HASMATOLOGY IN MEDICAL PRACTICE. 
G, C. de Gruchy, St. Vincent’s Hospital, Melbourne. 620 
pp. Illust, Charles C Thomas, Springfield, Ill.; The 
Ryerson Press, Toronto, 1959. $12.00. 


Like many other branches of medicine, hematology 
becomes increasingly complicated, and its textbooks 
increasingly fat. The clinician who requires to be 
only an occasional hematologist may find the standard 
textbooks rather larger than is necessary for his pur- 
pose, while the accounts of hematology in general text- 
books are inadequate. To bridge this gap, Dr. de 
Gruchy wrote the present textbook. The contents of 
the book are arranged on orthodox lines, with particu- 


_,Jar emphasis on clinical aspects. The author gives a 


clear account of his subject, and this would appear to 
be an ideal book for a general practitioner, since the 
emphasis is on the solving of clinical problems and 
the management of cases. The book is adequately in- 
dexed, and contains a selected bibliography for further 
reading. 


CANCER IN FAMILIES. A Study of the Relatives of 200 
Breast Cancer Probands. Douglas P. Murphy and Helen 
Abbey. 76 pp. Harvard University Press, Cambridge, 
Mass.; S. J. Reginald Saunders and Company Limited, 
Toronto, 1959. $2.75. 


This is a report of a study designed to answer, if 
possible, two very important questions: Does cancer 
occur more frequently in relatives of a person who has 
cancer than in relatives of a person who does not have 
cancer? If there is a difference, is the difference greater 
in some relationships than in others? Weaknesses in 
previous studies had allowed different conclusions to 
be drawn from them. It was hoped that this study 
would provide definite answers. 

A brief review of the literature, the methods of this 
study, the observations and the analysis are presented. 
In spite of the care devoted to both its planning and 
execution, the study has not provided a completely 
satisfactory answer. In the authors’ words, “If the 
familial tendency to develop cancer did exist, it was 
not large enough to be detected in a study of this 
size.” 

The report, however, is a valuable contribution to a 
question that urgently needs an answer; it may 
stimulate further work to that end. 


REPORT ON PREVENTIVE ASPECTS IN THE TEACH- 
ING OF PATHOLOGY. WHO Technical Report Series 
No. 175. 30 pp. World Health Organization, Palais des 
Nations, Geneva, Switzerland, 1959. $0.30. 


“Teachers of pathology should inspire their students 
with a feeling of responsibility for the prevention of 
all types of injury and illness.” 


This message has been expanded into 30 pages by 
padding, but when eight professors are asked to spend 
five days in Geneva studying the subject this result 
is inevitable. What emerges is a composite of indi- 
vidual ideas on all sorts of things including history, 
medical education, genetics, road accidents and even 
venomous animals. The “message” was lost early in 
the proceedings and if the World Health Organization 
wished to influence outsiders they might have done 
better to hire one professional propagandist. The 
reviewer hoped in vain that there would be a minority 
opinion that the function of a teacher of pathology 
should be to teach pathology. 
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60 JAHRE MEDIZINISCHE RADIOLOGIE (60 Years of 
Medical Radiology). Hans R. Schinz, Ziirich, Switzerland. 
274 pp. Illust. Georg Thieme Verlag, Stuttgart, W. 
Germany; Intercontinental Medical Book Corporation, 
New York, 1959. $4.65. 


When the Ninth International Congress of Radiology 
met in Germany last July, radiology was 60 years old. 
The occasion seemed a good one for preparation of a 
sketch of the preceding 60 years of activity in this 
specialty, and Dr. Schinz, a Swiss radiologist, under- 
took the task. Obviously, within a couple of hundred 
pages of big print, it is impossible to do more than 
give an outline of developments in radiology, but Dr. 
Schinz has organized his subject well, though at times 
he can do little more than note names and dates, He 
traces the subject from the earliest physical discoveries 
through the fields of diagnostic and therapeutic radi- 
ology, ending with discussions of dosage and hazards 
of medical radiology, and the development of teaching 
and research in the specialties. He includes a fascinat- 
ing portrait gallery of the famous figures in radiology, 
as well as a list of textbooks and journals in the 
specialty. A particularly interesting feature of the 
book is the reproduction in the last few pages of the 
original articles by Roentgen, Becquerel, the Curies, 
Rutherford, and Hahn and Strassmann. To read these 
brief and clear communications of world-shaking de- 
velopments in science, sometimes covering only a page 
of text, is to realize how far some of our medical writing 
-has degenerated in recent years. 


ALLERGIC ENCEPHALOMYELITIS. Edited by Marian 
W. Kies and Ellsworth C. Alvord. 576 pp. Illust. Charles 
C Thomas, Springfield, Ill.; The Ryerson Press, Toronto, 
1959. $14.75. 


To put down in writing the known facts, theories and 
personal discussions of eminent men in the fields of 
pathology, immunology, neurology and biochemistry, 
on such an expanding and controversial subject as 
“allergic” encephalomyelitis, is surely an awesome 
challenge. And to make such a writing of interest to 
both the clinician and research worker is to tax the 
authors to the utmost. This book has met the challenge 
with great success. By careful] editing the authors have 
presented the proceedings of a symposium on experi- 
mental “allergic” encephalomyelitis and its relation to 
other diseases of men and animals. This was attended 
by over 60 investigators in all related fields. 

The purpose of this symposium was threefold: (1) 
to summarize the data available, especially the new 
and unpublished information; (2) to examine critically 
the theories of etiology and pathogenesis; (3) to de- 
termine the fruitful areas for further crucial research 
designed to test the proposed theories. 

By using 12 prepared speeches from the symposium 
as the core of the book, and by clearly recording the 
discussions of each paper, the purposes set forth were 
well accomplished. The numerous photographs of 
pathological material add considerably to the text. 

Under the chapters dealing with the immunological 
aspects, such pertinent problems as status of organ 
specificity, role of adjuvants, attempts of passive 
transfer of sensitivity, are discussed. The evidence 
favouring delayed sensitization as the mechanism 
underlying experimental allergic encephalitis is put 
forth. In one of the concluding chapters there is an 
excellent review of the evidence for and against the 
immunological nature of E.A.E. (experimental “al- 
lergic” encephalomyelitis) and _ post-infectious en- 
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cephalomyelitis. There too is outlined investigation . 
which would appear pertinent, particularly with refer- 
ence to the possible role of viral infection as an 
initiating factor in the production of auto-immunization. ~ 


The final chapter again states the four minimal 
criteria suggested by Witebsky for proving the role of 
an auto-antibody in the pathogenesis of a disease, 
whether it be of the central nervous system or thyroid 
gland. The reader is reminded of the two crucial steps 
missing in the allergy hypothesis: (1) the acceleration 
of the disease in primarily sensitized animals, and (2) 
the production of the disease by passive transfer of 
appropriate antibodies. 


The following final paragraph of the book perhaps 
sums up the trends of thought and experimentation in 
“allergic” encephalomyelitis. “Witebsky concluded with 
the statement that we should state clearly that our 
objective is to produce encephalomyelitis by auto- 
immunization. I would prefer to emphasize the reverse 
—that we are trying to find the pathogenesis of en- 
cephalomyelitis produced by techniques which might 
produce an allergic reaction, but which might produce 
other reactions. If the answer to both these aspects is 
auto-immunization, fine!” 


ATLAS OF TUMOR PATHOLOGY, TUMORS OF THE 
PANCREAS, Section VII. Fascicles 27 and 28. Virginia 
Kneeland Frantz. 149 pp. Illust. Armed Forces Institute 
of Pathology, Washington 25, D.C., 1959. $1.50. 


The purpose of this fascicle, as of all previous fascicles 
in this series, is to serve as a practical guide in the 
clinical and pathological examination of pancreatic 
tumours and as a record of methods and. interpreta- 
tions that have been evolved during a long period 
of careful observation and study. The principal original 
contribution is the collection of clinical and pathological 
data, photographic and photomicrographic reproduc- 
tions of material from the files of the Armed Forces 
Institute of Pathology. It is not possible to interpret 
tumours of the pancreas without keeping in mind the 
gross and microscopic anatomy of the organ with its 
possible variations, true anomalies and _ heterotopias. 
For this reason the volume begins with a careful de- 
scription of the anatomy and physiology of the organ. 
The author follows an arbitrary division of the neo- 
plasms into exocrine and endocrine. The reason for 
this would seem to be that the functional islet cell 
tumours pose a particular clinical problem and it 
would seem wise therefore to segregate them. They 
are the only tumours of the pancreas in which the 
pathologist can be reasonably sure of the cell of origin. 
Exocrine tumours are discussed under two principal 
headings—cysts and neoplasms. Although most cysts 
are not neoplastic, clinically they present as tumours. 

The presentation is in simple and concise English, 
and the general outline followed for each tumour type 
is a discussion of synonyms and related terms, incidence, 
symptoms, clinical course, laboratory diagnosis, x-ray 
examination, biopsy, pathology, spread and treatment. 
The central theme of the volume is that careful and 
painstaking study and examination will result in early 
and correct diagnosis. This in turn will offer high 
expectancy of preventive treatment—that is, cure. The 
really outstanding feature is the excellence of the 
photographic and photomicrographic reproductions, 
which make this volume of special value to the clinical 
pathologist. 
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COLOR ATLAS AND MANAGEMENT OF VASCULAR 
DISEASE. William T. Foley, Associate Professor of 
Clinical Medicine, and Irving S. Wright, Professor of 
Clinical Medicine, Cornell University Medical College. 
7 PP. _ Appleton-Century-Crofts, Inc., New York, 


In the past decade improved methods of treatment of 
peripheral vascular disease, particularly on the arterial 
side, and largely surgical in nature, have greatly 
stimulated interest in accurate diagnosis. Recently 
several excellent books on this subject have been pro- 
duced; however, a comprehensive atlas in colour has 
not heretofore been available. This volume fills a real 
need. 

Numerous illustrations in colour are provided of the 
different vascular lesions including arteriosclerosis, 
phlebitis, lymphoedema and a variety of the more 
unusual syndromes such as scleroderma and ergot 
poisoning. Where pertinent, illustrations of radiographs 
and apparatus useful in therapy are shown. The text 
includes a brief discussion of disease with recommenda- 
tions as to treatment and brief summaries of the cases 
illustrated. This atlas can be recommended for a quick, 
practical and authoritative review of peripheral vascu- 
lar disease. 


GYNAECOMASTIA, Monographs of the Federal Council of 
the British Medical Association in Australia, No, 2. Peter 
F. Hall, Sydney, Australia. 157 pp. Illust. Australasian 
Medical Publishing Company Limited, Glebe, Sydney, 
Australia, 1959. $3.90. 


This monograph is written in classic style and succeeds 
in achieving classic proportions, The significance of 
gynzecomastia has long presented a puzzling problem 
to the clinician and this is the first major attempt to 
unravel the complexities of the clinical syndromes 
presented. It is beautifully constructed from historical 
introduction to therapeutic conclusion, and both the 
author and the publisher are to be congratulated. The 
material is all-inclusive, the presentation lucid and the 
conclusions stimulating and instructive. One would be 
hard-put to offer anything but enthusiastic recom- 
mendation for an important contribution of this type. 


DAS DIAGNOSTISCHE PNEUMOPERITONEUM (Diag- 
nostic Pneumoperitoneum). A, Gebauer, Frankfurt-am- 
Main. 69 pp. Illust. Georg Thieme Verlag, Stuttgart, W. 
Germany; Intercontinental Medical Book Corporation, 
New York, 1959, $4.30. 


In this small booklet the author demonstrates the value 
of the diagnostic pneumoperitoneum on the basis of his 
experience with this method on more than 1100 pa- 
tients. He points out that this method, which is mainly 
done preparatory to a laparoscopy, should be followed 
by complete radiographic studies. These will frequently 
help in demonstrating pathological processes in the 
abdominal cavity, and also will guide the physician 
in selecting a suitable area for introducing the laparo- 
scope. 

A short -historical introduction is followed by an 
exact description of the technique, and indications for 
and contraindications to the procedure. In the next 
chapter the different radiographic positions are de- 
scribed and beautifully illustrated. There follows a 
description of the different abdominal organs as they 
are visualized. 

The illustrations are well chosen and excellently 
reproduced, so that even the reader not understanding 
German will benefit from this book. 
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ABNORMAL HAZMOGLOBINS. A symposium organized 
by the Council for International Organizations of Medical 
Sciences under the joint auspices of UNESCO and WHO. 
Edited by J. H. P. Jonxis, State University, Groningen, 
Holland, and J, F. Delafresnaye, Paris, France. 427 pp. 
Illust. Charles C Thomas, Springfield, Ill.; The Ryerson 
Press, Toronto, 1959. $11.50. 


In September 1957 an international symposium on the 
abnormal hemoglobins was held in Istanbul, Turkey, 
bringing together representatives of many scientific 
disciplines from Asia, Africa, Europe and America. 
This book is a carefully edited record of the meetings 
in which was discussed every important aspect— 
clinical, biochemical, genetic and geographic—of the 


-‘inherited varieties of human hemoglobin. The mem- 


bers of the symposium included most of the workers 
who have been responsible for the astonishing ad- 
vances in knowledge in this new field of medicine. 
Both formal communications and general discussion 
are recorded, so that the book contains not only the 
body of established fact but also the fringes of specula- 
tion where new theories are being developed and 
tested. 

Since the electrophoretic identification of sickle cell 
hemoglobin in 1949, by Pauling, Itano, Singer and 
Wells, a host of other inherited haemoglobin variants 
have been described. A list of haemoglobin types 
currently recognized includes hemoglobin A (normal 
adult type, with subdivisions), C, D, E, F (fetal 
hemoglobin), G, H, I, J, K, L, S (sickle cell hamo-. 
globin), and several others, It is now realized that 
many millions of human beings carry one or more of 
the genes responsible for the abnormal hemoglobins, 
and many as a result suffer more or less serious dis- 
ability. In this era of medical internationalism the 
hzemoglobinopathies present one of the major problems 
of world health. 

As a complete and up-to-date reference source this 
book will be of the greatest immediate value to medical 
workers in countries where the abnormal genes occur 
in high frequency—in the Mediterranean basin, Africa 
and Asia. In Canadian medical practice the inherited 
heemoglobinopathies occupy a place of minor im- 
portance, because of their low incidence in a popula- 
tion which is predominantly northern European in 
origin. Hzmoglobinopathies are being recognized, 
however, among certain ethnic groups in Canada (for 
example, thalassaemia in the Sikhs of British Columbia, 
as described by Dr. J. K. Sidoo and her colleagues: 
Blood, 11: 197, 1956). Immigration may be expected 
to increase the frequency of these conditions. Even 
now it is probable that the hemoglobinopathies are 
sometimes unrecognized and may be mistaken for iron 
deficiency anzemia because of the unavailability of 
appropriate laboratory techniques. 

Precise and detailed instructions for identifying and 
quantitating the abnormal hemoglobins are well pre- 
sented in a companion volume of 39 pages: “A 
Laboratory Manual on Abnormal Hemoglobins” pre- 
pared by Drs, Jonxis and Huisman for the same 
publishers. This succinct and lucid booklet is highly 
recommended as an introduction to the subject for the 
laboratory worker. The larger work, .recording the 
symposium, appears to be the best general review of 
the abnormal hemoglobins at present available. 
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FORTHCOMING MEETINGS 


CANADA 


SECTION OF GENERAL Practice, B.C. Division, CANADIAN 
MepicaL Association, Eighth Annual Scientific Session, 
Harrison Hot Springs ‘Hotel, Harrison, B.C. (In charge of 
registration: Dr. R. A. White, Oliver, B.C.) March 30- 
April 2, 1960. 


ONTARIO CHAPTER, COLLEGE OF GENERAL PRACTICE OF 
Canapa, Annual Clinic Day, Kitchener, Ont. (Dr. N. R. 
McMurchy, Publicity Chairman, 215 Frederick  St., 
Kitchener, Ont.) April 6, 1959. 


CANADIAN AN4STHETISTS Society, Western Divisional 
Meeting, Victoria, B.C. (Dr. W. L. Esdale, Secretary- 
Treasurer, B.C. Division, Canadian Anesthetists’ Society, 
7476 Inverness St., Vancouver.) April 28-30, 1960. 


QueBEc Drvision, Canadian Medical Association, 22nd 
Annual Meeting, Quebec City. (Dr. D, G. Kinnear, Honor- 
ary Secretary, 1538 Sherbrooke St, West, Montreal 25, 
Que.) May 5-7, 1960. 


Division pu QuEBEc, Association Médicale Canadienne. 
Le 22¢ congrés annuel sera tenu dans la ville de Québec. 
(Dr D. G. Kinnear, secrétaire honoraire, 1538 ouest, rue 
Sherbrooke, Montréal 25¢.) 5-7 mai 1960. 


OntTaRIO MEDICAL AssociATION, 80th Annual Meeting, To- 
ronto, Ont. (Dr. Glenn Sawyer, General Secretary, 244 St. 
George Street, Toronto 5, Ont.) May 9-13, 1960. . 


CANADIAN Pusiic HEALTH AssociATION, 48th Annual Meet- 
ing, Halifax, N.S. (Dr. G. W. O. Moss, Honorary Secretary, 
150 College Street, Toronto 5, Ont.) May 3l-June 2, 1960. 


CANADIAN FEDERATION OF BIOLOGICAL SocIETIEs (compris- 
ing the Canadian Physiological Society, the Pharmacological 
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Society of Canada, the Canadian Association of Anatomists . 
and the Canadian Biochemical Society ), Third Annual Meet- 

ing, Winnipeg, Man. (Dr. E. H. Bensley, Honorary Secretary, 

Montreal General Hospital, 1650 Cedar Ave., Montreal 25, 
Que.) June 8-10, 1960. 


CANADIAN OTOLARYNGOLOGICAL SociETy, (SocrETE CANA- 
DIENNE D OTOLARYNGOLOGIE), Annual Meeting, Jasper Park 
Lodge, Jasper National Park, Alberta. (Dr. Donald M. 
MacRae, Secretary, 324 Spring Garden Road, Halifax, N.S.) 
June 10-12, 1960. 


CANADIAN MeEpIcAL AssociATION, 93rd Annual Meeting, 
Banff, Alberta. (Dr. A. D. Kelly, General Secretary, C.M.A. 
aa 150 St. George Street, Toronto 5, Ont.) June 13-17, 
1 ; 


CANADIAN TUBERCULOSIS ASSOCIATION, 60th Annual Meet- 
ing, Ottawa, Ont. (Dr. G. J. Wherrett, Executive Secretary, 
265 Elgin St., Ottawa, Ont.) June 27-30, 1960. 


2npD WorLD CONGRESS OF THE WORLD FEDERATION OF 
SOCIETIES OF ANASTHESIOLOGISTS, Toronto, Ont. (Dr. R. A. 
Gordon, Chairman of Organizing Committee, 178 St. George 
Street, Toronto 5, Ont.) September 4-10, 1960. 


UNITED STATES 


7TH INTERNATIONAL ANATOMICAL CONGRESS, New York. 
(Dr. D. W. Fawcett, Executive Secretary, Department of 
Anatomy, Cornell University Medical College, 1300 York 
Ave., New York 21, N.Y.) April 11-16, 1960. 


SoclETY OF AMERICAN BaAcTERIOLOGISTs, 60th Annual Meet- 
ing, Philadelphia, Pa. May 1-5, 1960. 


NATIONAL TUBERCULOSIS ASSOCIATION, Annual Meeting, in 
conjunction with the American Trudeau Society, Los 
Angeles, Calif. (Sol S. Lifson, Director, Education and 
Public Relations, ,National Tuberculosis Association, 1790 
Broadway, New York 19, N.Y.) May 16-18, 1960. 





IN EMPHYSEMA, CHRONIC 
BRONCHITIS and other pul- 
monary disorders, Choledyl effec- 
tively relieves bronchospasm and 
increases vital capacity. After two 
weeks on Choledyl, patients usu- 
ally display a marked reduction 
in wheezing and coughing . . 

breathing becomes easier. Well- 
tolerated, highly soluble Choledyl 
provides long-term protection in 
patients of all ages. 


CHOLEDYL 


(brand of oxtriphylline) 






betters 
breathing . . . 
forestalls 

the 


crisis 


CHILCOTT 





TORONTO, 





ONTARIO 
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UROLOGIST 


Queen’s University invites applications for 
the position of Associate Professor of 
Urology, to be Head of the University 


Department and of the Service in the 
principal teaching hospital. Applications 
should be addressed to the Dean of the 
Faculty of Medicine, Queen’s University, 
Kingston, Ontario. 





Books Received 


Books are acknowledged as received, but in some 
cases reviews will also be made in later issues. 


Lexicon Ophthalmologicum. Multilingual Ophthalmological 


Dictionary. — a M. E. Alvaro, Sao Paulo, Brasil, and 
others. 217 pp B. Lippincott Company, Philadelphia and 
Montreal, 1959. $9: 00. 


Die Beginnende Schizophrenie. Sammlung Psychiatrisher 
und Neurologischer Ejinzeldarstellungen. Early Schizophrenia: 
An Attempt at Gestalt Analysis. Collection of Monographs in 
Psychiatry and Neurology. K. Conrad, G6ttingen, Germany. 
165 pp. Georg Thieme Verlag, Stuttgart; Intercontinental 
Medical Book Corporation, New York. 1958. $4.20. 


A System of Orthopzedics and Fractures. A Graham Apley, 
Consultant Orthopedic Surgeon, the Rowley Bristow Ortho- 
peedic Hospital. Pyrford, Surrey. 357 pp. Butterworth & Com- 
pany Limited, London, 1959. $9.50 (Interleaved edition $13.50). 


Lehrbruch der Histologie (Manual of Histology). Phillipp 
Stéhr, Wilhelm v. Mdllendorff and Kurt Goerttler. 560 pp. 
Illust. 28th ed, Veb Gustav Fischer Verlag, Jena, Germany, 
1959. $8.60 approx, 


Human Nutrition and Dietetics. Sir Stanley Davidson, A. 
P. Meiklejohn and Passmore. 844 pp. Illust. E. =e &. 
Livingstone Ltd., Edinburgh and London; ted Macmillan 
Company of Canada Limited, Toronto, 1959. $14. 


Modern Trends in Endocrinology, Edited by H. Gardiner- 
Hill, Consultant Physician to St. Thomas’s Hospital, London, 
England. 298 pp. Illust. Butterworth & Co. (Canada) Ltd., 
Toronto, 1958. $13.00. - 


The Placenta and Fetal Membranes. Edited by Claude A. 
Villee. 404 pp., Illust. The Williams & Wilkins Company, 
Baltimore, Maryland, U.S.A., 1959. $10.00. 


Doctors’ Commons. A Short History of the British Medical 
Association. Paul Vaughan. 254 pp. Illust. William Heinemann 
Ltd., London, England; British Book Service (Canada) Ltd., 
Toronto, 1959, $4.25. 


The Microcirculation. Symposium on Factors Influencing 
Exchange of Substances Across Capillary Wall. Edited by 
S. R. M. Reynolds and Benjamin W. Zweifach. The University 
of Illinois Press, Urbana, Illinois, 1959. $4.50. 


Antithrombotic Therapy. Paul W. Boyles, Director of the 
Coagulation Research Laboratory, Miami Heart Institute, 
Miami Beach, Florida, U.S.A. 131 pp. Illust. Grune & Stratton, 
Inc., New York, London, 1959. $5.00. 


Leprosy in Theory and Practice. Edited by R. G. Cochrane. 
407 pp. Illust. John Wright & Sons Ltd., Bristol; te ag eee 
Company of Canada Limited, Toronto, 1959. $14. 


Medical Electronics. A Comprehensive Survey of the Use of 
Electronic Apparatus in the Field of Medicine, for Medical 
Students, Technologists, Nurses, Physicians, Surgeons, Re- 
searchers. Edward J. Bukstein. 168 pp. Illust. Frederick Ungar 
Publishing Co., New York, 1959. $3.50. 


Treatment of Cancer in Clinical Practice. Edited by P. B. 
Kunkler and A. J. H. Rains. 821 pp. Illust. E. & S. Livingstone 


Ltd., Edinburgh and London: The Macmillan Company of 
Canada Limited, Toronto, 1959. $17.00. 

The Degenerative Back, And Its Differential Dia: nosis. P. 
R. M. J. Hanraets, Neurosurgeon, St. Ursula Clinic, assenaar, 


Holland. 690 pp. Tilust. Elsevier ‘Publishing Company, Amster- 


damn or Van Nostrand Company (Canada) Ltd., Toronto, 1959. 
Arthritis. Medical Treatment and Home Care. John H. 
Bland. 208 pp. Illust, The eee Seer New York; 


Brett-Macmillan Ltd., Galt, 1960. $4.9 
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The Central Nervous System and Behavior. Transactions of 
the Second Conference, February 22, 23, 24 and 25, 1959. Edited 
by Mary A. B., Brazier, Neurophysiological Laboratory, Massa- 
chusetts General Hospital. 358 pp. Illust. The Josiah Macy, Jr. 
Foundation and the National Science Foundation, 1959. $4.75. 


Wilhelm Conrad Réntgen und die Geschichte der Réntgen- 
strahlen. (Wilhelm Conrad Roentgen and the history of x-rays). 
Otto Glasser. 381 pp. LIllust. 2nd ed. Springer Verlag, Berlin, 
Gottingen, Heidelberg, W. Germany, 1959. $13.90 approx. 


Honour a Physician, Philip Auld. 270 pp. Hollis and Carter, 
London, 1959. 


Nouvelle pratique chirurgicaie Illustrée. Fascicule XIV. (New 
Illustrated Surgical Practice. Volume XIV.) Published under 
the direction of Prof. Jean Quénu by G. Doin & Cie, editors, 
Paris, France, 1959. $8.00 approx. 


_A ig fey World. The Selected Papers of Karl Men- 
ninger dited by Bernard H. Hall. 931 pp. The Viking Press, 
New York; The Macmillan Company of Canada Limited, To- 
ronto, 1959, $11.00. 


Further Effects of Added Thiamin on Learning and other 
Processes. Ruth Flinn Harrell. 102 pp. Illust. Bureau of 
Publications. Teachers College, Columbia University, New 
York, 1947. $2.75 


Nouvelle pratique chirurgicale Illustrée. Fascicule XII. (New 
Illustrated Surgical Practice. Volume XII.) Published under the 
direction of Prof. Jean Quénu by G. Doin & Cie., editors, Paris, 
France, 1959. $8.00 approx. 


Tabulating Equipment and Army Medical Statistics. Brig. 
Gen. Albert G. Love, Col. Eugene L. Hamilton and Ida Levin 
Hellman. 202 pp. Illust. Office of the Surgeon General, Army 
Department, Washington, D.C., 1958, $2.00. 


Roentgenologic Diagnosis in Ophthalmology. Edward Hart- 
mann and Evelyn Gilles. 375 pp. Illust. J. B. Lippincott Com- 
pany, Philadelphia and Montreal, 1959. $15.00. 


Clinical Orthopzedics, No. 15. Anthony F. DePalma, Phila- 
delphia, Editor-in-Chief. 217 pp. TIllust. J. B. Lippincott 
Company, Philadelphia and Montreal, 1959, $7.50. 


Stress and Cellular Function. H. Laborit and others. 255 pp. 
1989 $750. Lippincott Company, Philadelphia and Montreal, 


Surgical Aspects of Medicine. Edited by H. Daintree John- 
son. 382 + 21 pp. Illust. Butterworth & Co., London, England, 
and Toronto, 1959. $13.00. 


Emotional Forces in the Family. Edited by Samuel Liebman. 
1 a re B. Lippincott Company, Philadelphia and Montreal, 
oJ. . . 


Ocular Vertical Deviations and the Treatment of Nystagmus. 
J. Ringland Anderson. 189 pp. Illust. 2nd ed. J. B. Lippincott 
Company, Philadelphia and Montreal, 1957. $8.50. 


Leitfaden der Mikroskopischen Technik. Mikroskopische, 
Priparative und Firberische Verfahren in der Histologie. 
(Guide to microscopical technique—microscopic, preparative 
and staining techniques in histology). H. Haug. 218 pp. [llust. 
Georg Thieme Verlag, Stuttgart, W. Germany; Intercontinental 
Medical Book Corporation, New York, 1959. $7.15 approx. 


Praktische Spermatologie. Ein Leitfaden Fiir Arzte. (Practi- 
cal spermatology—A guide for physicians). H. W. Vasterling. 
224 pp. Illust. Georg Thieme Verlag, Stuttgart, W. Germany; 
a Medical Book Corporation, New York, 1959. 


Der Endogene Jodhaushalt des Menschen und Seine Stérun- 
gen. (Endogenous iodine balance in man, and its disturbances.) 
Erich Klein. 171 pp. Illust, Georg Thieme Verlag, Stuttgart, W. 
Germany; Intercontinental Medical Book Corporation, New 
York, 1959. $5.70. 


Radiation Biology of Vicia Faba in Relation to the General 
Problem. John Read, University of Otago, Dunedin. New Zeal- 
and. 270 vp. Illust. Charles C a Springfield, Illinois; The 
Ryerson Press, Toronto, 1959. $12 


Gouty Arthritis and Gout. An Ancient Disease with Modern 
Interest. T. E. Weiss and Albert Segaloff. 221 pp. Illust. Charles 
$8 Thomas, Springfield, Ill.; The Ryerson Press, Toronto, 1959. 


Owen, Jr. 425 pp. Illust. 


Diagnostic Radioisotopes. 
The Ryerson Press, Toronto, 


c. 
Charles C Thomas, Springfield, IIl.; 
1959. $17.25. 


Alcoholism, An Interdisciplinary Approach. Proceedings of 
the First Annual Conference on Community Mental Health, 
Social Science Institute, Washington_ University. Edited by 
David J. Pittman. 96 pp. Charles C Thomas, Springfield, II1.; 
The Ryerson Press, Toronto, 1959. $4.00. 


The Triumph of Surgery. Jiirgen Thorwald. Translated by 
R. and C. Winston. 454 pp. Illust. Pantheon Books, Inc., New 
York; McClelland and Stewart Limited, Toronto, 1960. $7. 00. 


Progress in Medical Virology. Vol. 2. Edited by E. Berger, 
Basel, Switzerland and J. L. Melnick, Houston, Texas, U.S.A. 
a. PP om Hafner Publishing Company, Inc., New York, 


The Physiological Basis of Diuretic Therapy. R. F. Pitts. 
332 pp. Illust. Charles C eames Springfield, Ill.; The Ryerson 
Press, Toronto, 1959. $10. 
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FOR SALE.—Suburban general practice, Vancouver, B.C. 
Close to modern open hospital. Annual gross over $23,000. 
Price: $4000 with easy terms, includes introduction, all equip- 
ment, furniture and records. Reply to Box 585, CMA Journal, 
150 St. George St., Toronto 5, Ont. 





UNOPPOSED SURGICAL CUM GENERAL PRACTICE in 
lakeside hunting, fishing, area Manitoba. Modern: well-equipped 
30-bed hospital. House, garages, furniture, equipment, X-ray 
included in sale. Appointments over $10,000, transferable. 
Income over $25,000 p.a. Down payment and reasonable terms. 
Owner specializing. Write Box 628, CMA Journal, 150 St. 
George St., Toronto 5, Ont. 





GENERAL PRACTICE FOR SALE in central Calgary. Well- 
equipped office, small X-ray unit. Annual gross about 26,000 
last 2 years. One or two months introduction essential. Owner 
hoping to specialize July. Price $13,000. Terms _ acceptable. 
es to Box 641, CMA Journal, 150 St. George St., Toronto 
3, Get. ; 





FOR SALE.—Unopposed, well-established, lucrative, general 
practice in rural Manitoba. Modern hospital in town. Well- 
equipped office including X-ray unit, laboratory, records, to 
purchase for $3000 (payable in monthly _ installments if 
desired). Owner specializing. Reply to Box 651, CMA Journal, 
150 St. George St., Toronto 5, Ont. 





SINGLE-HANDED GENERAL PRACTICE FOR SALE in 
Alberta city. Good location, spacious office, full equipment. 
State cash available. Write Box 652, CMA Journal, 150 St. 
George St., Toronto 5, Ont. 





WELL-ESTABLISHED lucrative general practice in Edmon- 
ton, Alberta. Income much above average. Reasonable terms. 
3-4 months introduction available. Owner specializing. Reply 
to Box 653, CMA Journal, 150 St. George St., Toronto 5, Ont. 





HOUSE AND PRACTICE FOR SALE.—Well-established 
obstetrics-gynzecology and general surgery practice in pro- 
gressive Quebec town of 8000 surrounded by lakes and serving 
a large area. New modern fully-equipped 100-bed hospital in 
town. Owner leaving to specialize July list, 1960. Write to: 
10402 Plaza Blvd., Montreal, P.Q. 





Residencies and Internships 





ST. LUKE HOSPITAL, in Montreal, capacity 451 beds, is 
considering applications for internship or residency in the 
different services of a general hospital. The institution is 
approved with full accreditation by the Joint Commission on 
Accreditation of Hospitals. The Royal College of Physicians 
and Surgeons of Canada approves for advanced graduate train- 
ing the following specialities: anaesthesia, general surgery, 
internal medicine, orthopaedic surgery, otolaryngology, patho- 
logy, radiology (diagnostic) and radiology (therapeutic). Ap- 
plicants may address their applications to Dr. H. I. Tetreault, 
Medical Superintendent. 





_ ASSISTANT RESIDENCY for July 1, 1960 to June 30, 1961 
in a large physical medicine and rehabilitation department 
approved for training by the Royal College of Physicians and 
Surgeons. Salary $250 per month. Also a senior internship at 
a salary of $175 per month. Apply: The Superintendent, Sunny- 
} rao data Department of Veterans’ Affairs, Toronto 12, 
Ontario. 





PAEDIATRIC RESIDENCY available July 1, 1960, 2-year 
approved residency. Ist year stipend $3900, 2nd year $4200. Apply 
Arthur L. Tuuri, M.D., Chief of Paediatrics, Hurley Hospital, 
Flint 2, Michigan. 





RESIDENCIES IN PATHOLOGY.—Full American Board ap- 
proved training programme is available at University Teaching 
Hospital. Apply to Dr. T. D. Kinney, Professor of Pathology, 
Western Reserve University at Cleveland Metropolitan General 
Hospital, 3395 Scranton Road, Cleveland 9, Ohio. 





WANTED.—House physicians, 345-bed general hospital. 
rotating service—$300 per month plus $50 for living out if 
married and $25 for living out if single. Foreign graduates 
must speak fluent English and have certificate from Educa- 
tional Council. Apply immediately for early appointment. 
Kentucky Baptist Hospital, Louisville, Kentucky, H. L. Dobbs, 
Administrator. 





THREE-YEAR RESIDENCY IN DIAGNOSTIC RADIOLOGY, 
upproved by the Royal College of Physicians and Surgeons 
of Canada, in the Department of Radiology, Ottawa Civic 
Hospital. Applications being received for vacancy September 
Ist, 1960 and September Ist, 1961. Initial salary $300 per month 
and resident lives out. Preference given’ to applicants who 
have successfully completed the examinations of the Medical 
Souncil of Canada. Apply—Director of the Department of 
Radiology, Ottawa Civic Hospital, Ottawa, Ont. 





Anaesthesia 





APPOINTMENTS AVAILABLE for trainees in ahaesthesia 
at the Royal Victoria Hospital, Montreal, Canada to commence 
July ist, 1960 and January Ist, 1961. Academic instruction 
provided by McGill Diploma Course. For information write 
Dr. A. B. Noble, Anaesthetist-in-Chief, Royal Victoria Hospital. 


MEDICAL DIRECTOR 


Smith Kline & French requires well qualified full 
time physician to give overall direction to its 
expanding clinical and development organiza- 
tion in Canada. 


@ Candidates should have university connec- 
tion and background in either pharmacology, 
physiology or biochemistry as well as clinical 
research. 


Should be prepared to accept administrative 
responsibilities as well as travel. 


Will be required to maintain direct liaison 
with SKF research and development centres 
in other countries. 


Interested physicians should write to:— 


General Manager, 
Smith Kline & French Inter-American Corporation, 
300 Laurentian Boulevard, 


Montreal 9, Quebec. 


* 








































POST-GRADUATE COURSE IN 
OBSTETRICS and GYNAECOLOGY 


Designed particularly 
for candidates taking the F.R.C.S.(C) 
In Obstetrics and Gynaecology 





This course is offered by the Royal Victoria Mon- 
treal Maternity Hospital and is modelled upon the 
lines of that given in general surgery and will be 
partially combined with this latter course for general 
surgery, X-ray, pathology and anatomical sub- 
jects. The remainder of the course will be presented 
by the Staff of the Royal Victoria Montreal Mater- 
nity Hospital. A correspondence portion of the 
course will commence on May 2nd and continue 
for three months. The clinical and didactic full time 
course will be held in the Hospital commencing 
August Ist and continue for about seven weeks. 


There must be five or more candidates and dead- 


line for enrollment for didactic course is May 19th, 
1960. 


Fee for the course $225.00. 
Address application or inquiries to: 


The Post-Graduate Board 
Royal Victoria Hospital 
Montreal 
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MEDICAL NEWS in brief 


(Continued from page 488) 


EYE SURGERY 
COURSE IN TORONTO 


The Division of Postgraduate 
Medical Education of the Uni- 
versity of Toronto announces an 
eye surgery refresher course to be 
held April 4-6, 1960. The guest 
surgeons will be Drs. R. J. Brock- 
hurst of Harvard Medical School, 
Graham Clark of Columbia Uni- 
versity and H. S. Sugar of Wayne 
State University College of Medi- 
cine, Detroit. The program will 
include lectures and demonstra- 
tions, operating sessions at uni- 
versity hospitals, and symposia on 
retinal detachment and glaucoma. 
Applications for attendance should 
be sent before February 29, 1960, 
to the Director, Division of Post- 
graduate Medical Education, 
Faculty of Medicine, University 
of Toronto, Toronto 5. The fee is 
$40.00. 


PSYCHIATRIC PROBLEMS 
IN GENERAL PRACTICE 


The University of Buffalo School 
of Medicine announces a two-day 
course on psychiatric problems in 
general practice to be held on 
Wednesday and Thursday, March 
9 and 10, 1960, at the Meyer 
Memorial Hospital. The course is 
designed to discuss common mental 
problems which the general physi- 
cian sees in practice. Psychoso- 
matic problems, the role _ of 
emotional factors in illness, alco- 
holism, depression and psychiatric 
problems related to later life will 
be considered. Diagnostic methods, 
both clinical and laboratory, will 
be discussed, and the use of the 
newer drugs in general practice 
will be evaluated, Further informa- 
tion from: Department of Post- 
graduate Education, University of 
Buffalo School of Medicine, 3435 
Main Street, Buffalo 14, N.Y. 


POSTGRADUATE 
COURSE IN 
ELECTROCARDIOGRAPHY 


The New York University Post- 
Graduate Medical School will offer 
a full-time, five-day course in 
electrocardiography on March 14 
to 19, 1960 (Monday to Saturday, 
excluding Wednesday and Satur- 
day afternoons ). 


This course is the result of 20 
years experience in the teaching 
of electrocardiography and ap- 
pronanee the problem from the 
undamental concept of the elec- 
trophysiology of the normal heart 
and the changes resulting from 
cardiac pathology. Much audio- 
visual and electronic equipment is 
used for demonstration. The stress 
is entirely on learning basic 
mechanisms and not pattern recall. 
While this course is suitable for 
physicians without previous elec- 
trocardiographie training, it has 
been found from experience that 
physicians with considerable elec- 
trocardiographic experience _like- 
wise derive benefit. 

For application, write: Office of 
the Associate Dean, New York 
University Post-Graduate Medical 
School, 550 First Avenue, New 
York 16, N.Y. 


COUNCIL ON MEDICAL 
TELEVISION 


The Council on Medical Tele- 
vision, an organization concerned 
with the uses of television in the 
health science professions, will hold 
its second meeting on April 20 and 
21, 1960, at the Clinical Center, 
National Institutes of Health, 
Bethesda, Maryland. This meeting 
will have as its theme pedagogic 
techniques in televised medical 
education. Examples of techniques 
currently used in medical schools 
and institutions with television 
facilities will be demonstrated and 
discussed. Attendance is limited to 
council members and invited ob- 
servers. 

For further details contact John 
K. Mackenzie, Executive Secretary, 
Council on Medica] Television, 33 
East 68th Street, New York 21, 
N.Y. 


POSTGRADUATE COURSES 
IN OPHTHALMOLOGY 


The New York University Post- 
Graduate Medical School offers the 
following full-time courses in 
ophthalmology in March and April 
1960: 


Motor Anomalies of the Eye 

(for specialists ) 

A full-time course given in two 
parts: Part 1, March 7-12, 1960. The 
course is made as practical as pos- 
sible, and the relation of the muscle 
balance to refraction is always con- 
sidered in 
glasses. Part II: March 14-18. The 


the prescribing of 
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question of treatment, both opera- 
tive and non-operative, and the 
use and limitations of each are con- 
sidered. 


Surgery of the Eye 

(for specialists ) 

A full-time course, March 28- 
April 2, 1960. Consists of lectures 
on cataract surgery, glaucoma 
surgery, ocular muscle surgery, 
ptosis surgery, surgical treatment 
of retinal detachment, corneal 
transplantation, and plastic surgery 
of the eye. Practical work on tech- 
nique of eye operations on the 


‘cadaver. 


For additional information write 
to: Office of the Associate Dean, 
New York University Post-Graduate 
Medical School, 550 First Avenue, 
New York 16, N.Y. 


POSTGRADUATE COURSE 
ON FRACTURES AND 
OTHER TRAUMA 


The Fourth Post-Graduate 
Course on Fractures and Other 
Trauma, sponsored by the Chicago 
Committee on Trauma, American 
College of Surgeons, will be held 
April 27-30, 1960, at the John B. 
Murphy Memorial Auditorium, 50 
East Erie St., Chicago. 

Teachers prominent in the field 
of trauma from the five Chicago 
medical schools, and chiefs of ser- 
vices from leading Chicago hos- 
pitals will lead discussions on all 
phases of trauma: injuries to the 
eye, face, neck, chest, abdomen 
and extremities; repair of bone and 
cartilage in trauma; aseptic necro- 
sis; urological complications of 
fractures; intra-medullary fixation 
of fractures; bone grafts; and other 
related subjects. 

Distinguished visiting speakers 
will present lectures on manage- 
ment of open fractures, injuries to 
the hand, femoral neck and inter- 
trochanteric fractures, roentgeno- 
logical aspects of trauma to the 
spine, peripheral nerve injuries, 
plastic surgery of the face and 
extremities, athletic injuries, surgi- 
cal management of vascular in- 
juries, and injuries to the neck. 

There will be panel discussions 
on low back pain, abdominal in- 
juries and fractures in children. 
One evening will be devoted to 
clinical presentations. A_ special 
feature will be a program of prac- 
tical demonstrations on _ traction, 
office technique of aspiration and 
injection of joints and bursa, trans- 
portation and emergency splinting, 
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sipination treatment of Colles 
iractures, strapping of the back and 
nkle, and manipulative reduction 
f common dislocations. Illustrated 
ectures, lantern-slide demonstra- 
‘ions, audio-visual programs and 
‘juestion-and-answer periods will 
ie held. 

Registration fee will be $50. 
Residents will be admitted free 
apon presentation of a note of iden- 
tification from chief of service. In- 
quiries should be addressed to Dr. 
‘ohn J. Fahey, who is Chairman 
if the Committee on the Post- 
Graduate Course on Fractures and 
ther Trauma. 


REFRESHER COURSES IN 
PASDIATRICS 


Two short or refresher courses 
will be given in early June 1960 
hy the Children’s Hospital of 
Philadelphia and the Graduate 
School of Medicine, University of 
Pennsylvania. 

1, Pediatric Advances. May 30- 
June 3, 1960. Conducted by the 
staff of the Children’s Hospital of 
Philadelphia. The curriculum will 
consist of clinics, demonstrations 
and panel discussions in selected 
aspects of contemporary peediatrics 
in which important advances are 
being made. NOTE: Interested 
physicians are urged to apply early, 
since total attendance is limited. 
Registration fee will be refunded 
if the registrant later finds it im- 
possible to attend. Tuition: $115. 


2. Practical Peediatric Hzeema- 
tology. June 6-10, 1960. Conducted 
by Irving J. Wolman, M.D., Thomas 
R. Boggs, Jr., M.D., and other 
members of the hzmatology de- 
partment of the Children’s Hospital 
f Philadelphia. Tuition: $125. 

The program on the last two 
days will be devoted to problems 
of blood grouping, neonatal jaun- 
dice, kernicterus and exchange 
transfusions. Physicians may regis- 
ter for these two days only. 
Tuition: $50. 

An illustrative collection of 25 
abnormal blood and bone marrow 


slides has been prepared. These’ 


are available for purchase: $10 
or registrants; $15 for  non- 
egistrants. 

Inquiries should be addressed to 
‘rving J. Wolman, M.D., Director 
£ Post-Graduate Education, The 
Jhildren’s Hospital of Philadelphia, 
1740 Bainbridge Street, Philadel- 
phia 46, Pa. 


CANADIAN DIABETIC 
ASSOCIATION SEEKS 
CO-OPERATION 


Canada’s response to the dia- 
betes detection campaign spon- 
sored by the Canadian Diabetic 
Association and announced for 
November 14 to 21 last, was far 
greater than anyone anticipated. 
Within four days 5000 letters had 
been received at the national head- 
quarters in Toronto and more thou- 
sands arrived with each day’s mail. 
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As of January 15, 1960, some 
60,000 letters containing requests 
for 162,275 urine test strips had 
been handled and additional re- 
quests have continued to arrive. 


Because the tests could be made 
privately, there is no record of the 
number that were positive but 
many letters are being received 
from individuals expressing appre- 
ciation of the campaign. Strangely 
enough, there are almost as many 
such letters from persons whose 


(Continued on page 24) 
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MEDICAL NEWS in brief 
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tests were negative as from those 
whose tests were positive. 

In order to arrive at some esti- 
mate of the positive results, the 
C.D.A. is conducting a telephone 
survey of doctors through its 25 
branches, and a recent report states 
that most doctors are co-operating. 
In a statement to the Journal, Mr. 
. C.- Coburn, Executive Vice- 
President of the C.D.A., said: “We 
are not asking that any cases be 
identified. All that we want is the 
number of new cases that came to 
the doctors’ attention because of 
our campaign. This co-operation 
will be much appreciated.” 


INTERNATIONAL SOCIETY 
OF CYBERNETIC 
MEDICINE 


The International Society of Cy- 
bernetic Medicine, formed in 1958 
with the participation of 19 coun- 
tries, held its first General Assembly 
in Naples last November. Prof. 
Aldo Masturzo of Naples Univer- 
sity was elected president; Prof. 
Paul Nayrac of Lille University, 
vice-president; and as members of 
the Council, Professors N. Wiener, 
G. Asboe-Hansen, F. Nember, A. 
Gata and C. Coruzzi. It has been 
decided to organize an _ Inter- 
national Symposium on Cybernetic 
Medicine, with the participation of 
Prof. Norbert Wiener, and this will 
be held in Naples in 1960. The 
office of the Secretary-General is 
at Via Roma 348, Naples. 


CHILDREN DEPRIVED 
OF HOME LIFE 


The problems raised in children 
by deprivation of home life were 
recently considered at a course 
organized by the International 
Children’s Centre. This course, 
held in Paris in September- 
October, 1959, was attended by 
persons in charge of the organ- 
ization, supervision and _oper- 
ation of various institutions for the 
care of the child provisionally or 
definitively deprived of normal 
family support. Various solutions 
were discussed: adoption, family 
placement, family homes, children’s 
villages, children’s communities, 
residential nurseries, boarding in- 
stitutions, and homes for young 
workers, A study journey enabled 


the participants, who were from 
all over the world, to visit various 
foster placements in France and 
Belgium, and many institutions in 
Paris. 


A.M.A, CLARIFIES AD- 
VERTISING ACCEPTANCE 
STANDARDS 


The American Medical Associa- 
tion has recently clarified its stand- 
ards for acceptance of advertising 
in 11 A.M.A. scientific publications. 
The standards, published in the 
January 30 issue of the Journal of 
the A.M.A., are designed to ensure 
the accuracy, comprehensiveness, 
timeliness, and relevancy of ad- 
vertising content. 

The standards list five guides for 
eligibility to advertise: 

Products or services eligible for 
advertising shall be germane to, 
effective in, and useful in the prac- 
tice of medicine, and shall be com- 
mercially available. 

Pharmaceutical products will not 
be eligible for advertising until a 
New Drug Application from the 
Food and Drug Administration has 
become effective. 

“Institutional-type” advertising 
germane to the practice of medicine 
and “public service” messages of 
interest to physicians may be con- 
sidered eligible for appearance in 
the scientific publications. 

Alcoholic beverages and tobacco 
products are not eligible for adver- 
tising. 

The association may decide that 
certain products or services are not 
eligible for advertising in A.M.A.’s 
scientific journals if advertisements 
for these products or services in 
other media consistently or sig- 
nificantly depart from the stand- 
ards of suitability of copy as 
established by the association’s Ad- 
vertising Committee. 

In an accompanying editorial, 
Dr. John H. Talbott, editor of the 
Journal, said: “Prior to 1955 a 
stamp of approval was required 
for each product advertised in 
A.M.A. scientific’ publications. The 
abandonment of the stamp of ap- 
proval did not mean abandonment 
of the critical review of advertising 
copy submitted. 

“Rigid standards for acceptance 
have been maintained, and editing 
of even modest claims has been 
customary. From time to time, the 
Advertising Committee has called 
upon qualified medical consultants 
to assist them in evaluating the 
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merits of advertised products and 
the accuracy of the claims made.” 
In commenting on the standards, 
Dr. F. J. L. Blasingame, executive 
vice president of the association, 
said, “This clarification comes as 
a result of discussion with medical 
and lay persons in the pharma- 
ceutical industry. It is hoped that 
these standards will best serve the 
interests of medicine, and will place 
the A.M.A., and its publications, in 
a position of leadership in the 
establishment of the ethics of 
pharmaceutical advertising.” 


FIRST INTERNATIONAL 
CONGRESS ON MEDICAL 
PHOTOGRAPHY AND 
CINEMATOGRAPHY 


For the First International Con- 
gress on Medical Photography and 
Cinematography, to be held in 
Cologne from September 27 to 30, 
1960, the Deutsche Gesellschaft 
fiir Photographie e.V., Kéln, has 
announced the following main 
themes: (1) Photography in medi- 
cine: endophotography, macro- 
photography, microphotography, 
x-ray photography, operation 
photography, documentation, and 
miscellaneous; (2) Cinemato- 
graphy in medicine: endocinemato- 
graphy, macrocinematography, 
microcinematography, x-ray cine- 
matography, operation cinemato- 
graphy, sound technique, lighting 
technique, and miscellaneous. 

In addition to the program of 
lectures and demonstrations, there 
will be an exhibition of scientific 
photographs and of photographic 
instruments and apparatus. The of- 
ficial languages of the congress 
will be English, French, German 
and Spanish. 

The closing dates for making ap- 
plication are: for papers, March 
15; for the exhibitions, March 15; 
for registration (at reduced fees), 
August 1. 

All inquiries should be addressed 
to: Deutsche Gesellschaft fiir 
Photographie e.V., 1st International 
Congress on Medical Photography 
and Cinematography, Neumarkt 
49, Kéln (Cologne), Germany. 


DIAGNOSIS OF INTESTINAL 
LIPODYSTROPHY 


In a 45-year-old man with a long 
history of recurrent peripheral 


(Continued on page 26) 
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arthritis and a more recent history 
of gastro-intestinal symptoms, a 
biopsy specimen obtained from the 
small intestine by means of the 
Shiner tube led to the diagnosis of 
intestinal lipodystrophy. The diag- 
nosis was later confirmed during 
an exploratory laparotomy, at 
which no other abnormalities were 
found. A _ characteristic finding 
under the microscope was the en- 
largement of the intestinal villi 
with distinctive, foamy-appearing 
mononuclear cells seen most com- 
monly in the mucosa but also in 
the submucosal and _subserosal 
layers. 


The Shiner tube is especially 
useful in the diagnosis of intestinal 
lipodystrophy, since the major dis- 
ease process is found in the in- 
testinal mucosa. The Shiner tube is 
flexible, 128 cm. long, and 4.8 mm. 
in diameter. It is easily swallowed 
by the patient and guided by 
fluoroscopic control into the small 
intestine. Once the tube is in posi- 
tion the procedure may be com- 
pleted in several minutes. Multiple 
biopsy specimens, up to seven in 


the experience of the authors, may 
be procured in this manner. The 
tube is then rapidly removed and 
the tissue immediately fixed in 
formalin, This method gives excel- 
lent preservation of mucosa. The 
method is recommended as a 
means of diagnosis of this disease, 
without the necessity of abdominal 
exploration, and other obscure 
small-intestinal syndromes. — M. 
Brodoff et al., J. A. M. A., 171: 154, 
1959. 


: 


THE CASE AGAINST 
VASODILATOR DRUGS 


Vasodilator drugs are widely 
prescribed in obliterative vascular 
disease. As the blood flow in the 
foot and calf can be measured, 
one need not speculate as to the 
probable and clinical effect of 
these drugs, or attempt to assess 
their value in clinical trials. In 
keeping with this, Gillespie 
(Lancet, 2: 995, 1959) made a 
quantitative investigation of the 
effect of vasodilator drugs on 
blood flow in occlusive arterial dis- 
ease of the legs, under four head- 
ings—namely, their effect on blood 
flow in the foot, their effect on 
muscle blood flow, their value in 
augmenting the effect of sympath- 
ectomy and their use in forecasting 
the result of lumbar sympathec- 
tomy. Blood flow in the foot and 
calf of patients with and without 
obliterative arterial disease was 
measured by venous occlusion 
plethysmography. Three vasodila- 
tor drugs were used but the in- 
vestigation was felt to be repre- 
sentative of the physiological 
response of vasodilator drugs in 
general in occlusive disease. 

Vasodilator drugs did not in- 
crease blood flow in the ischzemic 
foot; the fall in blood flow which 
often follows the administration 
could prove disastrous to the 
critically nourished foot after an 
acute occlusion. Prescribing these 
drugs for intermittent claudication 
is useless. Vasodilators usually de- 
crease blood flow in a sympath- 
ectomized limb, and should not be 
used in an attempt to augment the 
effect of sympathectomy. As a 
preoperative test their use is 
valueless and may lead to a suit- 
able patient’s being refused opera- 
tion. 
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PHYSICIANS 


Ontario Mental 
Health Service 


A training program leading to eligibility for 
certification by examination in the specialty of 
psychiatry by the Royal College of Physicians 
and Surgeons (Canada) is offered while serving 
in the Ontario Mental Health Service. 


Applicants are required to be in possession of 
a licence to practise medicine in the Province of 
Ontario. The starting salary is $4,800 per 
annum with annual increments for satisfactory 
service, 


Physicians to begin with are classed as 
Residents in Psychiatry. The training program 
leading to eligibility to sit the Certification 
Examination in Psychiatry by the Royal College 
of Physicians and Surgeons (Canada) is four 
years in duration. The usual plan is to place 
physicians during the first year in an Ontario 
Hospital approved by the Royal College of 
Physicians and Surgeons for training specialists 
in psychiatry. The second and third year is spent 
on secondment to the university of the applicant's 
choice in Ontario offering graduate training in 
psychiatry, subject, of course, to acceptance by 
the university. The universities in Ontario offering 
such training under this plan are Queen's 
University, University of Ottawa, University of 
Toronto and University of Western Ontario. 


Physicians on successful completion of the 
University course and transfer to an Ontario 
Hospital are reclassified and, on recommendation, 
increased to a minimum of $7,800 per annum 
with annual increments of $400 per annum for 
satisfactory service. Successful completion of the 
Certification Examination in Psychiatry by the 
Royal College of Physicians and Surgeons 
(Canada), leads to immediate reclassification as 
a Medical Specialist with salary increase to 
$10,000 per annum, with annual increments at 
the rate of $500. . 

Superannuation benefits. Annual vacation. 
Sick leave gratuity. Living accommodation avail- 
able in some hospitals at nominal rental. 

Following certification as a specialist, a wide 
variety of positions are available as senior staff 
psychiatrists on hospital duty, in charge of mental 
health clinics, or in charge of a community 
psychiatric clinic in public general hospitals, or 
out-patient departments, etc. 


Apply to: 


Mental Health Division, 
Ontario Department of Health, 
Parliament Buildings, Toronto. 


ONTARIO 
DEPARTMENT 
OF 
HEALTH 


Hon. Matthew B. Dymond, M.D. C.M. 
Minister 





